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Tolserol 


Squibb 3-0-toloxy-1, 3-propanediol 
to contro! tremor and quiet the patient 
for relief of withdrawal syraptoms 


to reduce or eliminate use of paraldehyde 
and barbiturates in treatment 


Dosage: The usual adult oral dose is 1-8 Gm. This may be 
repeated 3-5 times per day. The initial dose should be at the lower 
end of the recommended dosage range inasmuch as nausea and 
vomiting occasionally occur when large doses are given at the start 
of Tolserol therapy. Subsequent doses may be standardized in 
accordance with the needs of the individual patient. 
Whenever possible, Tolserol should be given after meals. When 


given between meals, the patient should, if possible, drink 14 glass 
of milk or fruit juice before taking Tolserul. 


Supplied: Tablets, 0.5 Gm. and 0.25 Gm., bottles of 100 and 1,000; 
Capsules, 0.25 Gm., bottles of 100 and 1,000; Elixir, 0.1 Gm. per ce.,, 
pint bottles; Intravenous Solution, 2%, 50 cc. and 100 cc. ampuls. 


TOLSEROL’ (RED. PAT. OF.) A TRADEMARE OF E.R. SQUIBB SOND 
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INFORMATION FOR CONTRIBUTORS 


Manuscripts—The original manuscripts of papers read at the annual meetings of the Associa- 
tion should be deposited with the Secretary during the meetings, or sent to the New York 
office promptly afterward. Do not deposit carbon copies. 


Papers read at the annual meetings become the property of the Association. Not all papers 
read however can be published in the JourNAL, and authors wishing to publish in other 
vehicles will first secure from the Editor the release of their manuscripts. 


Papers will not be accepted for the annual program if they have been previously read at 
other meetings or if they have been already published. 


Papers contributed during the year (not on the annual program) should be sent to the 
Editor, Dr. Clarence B. Farrar, 113 St. Clair Avenue West, Toronto 5, Ontario, Canada. 


Style—Manuscripts should be typewritten, double spaced, on one side of paper. They must 
be prepared in conformity with the general style of the American Journal of Psychiatry. 
Retain a carbon copy of manuscript and duplicates of tables, figures, etc., for use should 
the originals be lost in the mails. 


Multiple Authorship—The number of names listed as authors should be kept to a minimum, 
others collaborating being shown in a footnote. 


Illustrations—Authors will be asked to meet printer’s costs of reproducing illustrative 
material. Copy for illustrations cannot be accepted unless properly prepared for reproduction. 
Wherever possible, drawings and charts should be made with India ink for photographic 
reproduction as zinc etchings. Photographs for halftone reproduction should be glossy 
prints. Illustrations should be as small as possible without sacrificing important detail. 
Redrawing or preparing illustrations to make them suitable for photographic reproduction 
will be charged to author. 


Author’s Corrections in Proofs—Corrections, additions or deletions made by authors are to be 
charged to them. These alterations are charged on a time basis at the rate of $3.00 per hour. 
Proper editing of original manuscript is important to avoid the expense of correction. 


Tables—Tables should be typed and on separate sheets. Tables are much more expensive to set 
than text material and should be used only where necessary to clarify important points. 
Authors will be asked to defray cost of excessive tabular material. 


References—References to text should be in the form of footnotes. These footnotes should be 
numbered consecutively from 1 up throughout the manuscript. Additional references for 
collateral reading should be assembled alphabetically according to author at the end of the 
article. Bibliographical material should be typed in accordance with the following style: 


1. Van der Veer, A. H., and Riese, H. H. Treatment of schizophrenia with insulin-shock. 
Am. J. Psychiat., 95 :-166, Sept., 1938. 


Abbreviations should conform to the style used in the Quarterly Cumulative Index Medicus. 


The American Journal of Psychiatry, formerly the American Journal of Insanity, the official 
organ of The American Psychiatric Association, was founded in 1844. It is published monthly, 
the volumes beginning with the July number. 

The subscription rates are $10.00 to the volume: Canadian subscriptions, $10.50; foreign 
subscriptions, $11.00, including postage. Rates to medical students, junior and senior internes, 
residents in training during their first, second, or third training year, and also to graduate students 
in psychology, psychiatric social work, and psychiatric nursing, $5.00 (Canada $5.50). Single 
issues $1.25. 

Copyright 1952 by The American Psychiatric Association. 
Office of Publication, 1601 Edison Highway, Baltimore 13, Md. 


Editorial communications, books for review and exchanges should be addressed to the Editor, 
Dr. Clarence B. Farrar, 113 St. Clair Avenue West, Toronto 5, Ontario, Canada. 

Business communications, remittances and subscriptions should be addressed to The American 
Psychiatric Association, 1601 Edison Highway, Baltimore 13, Md., or to 1270 Avenue of the 
Americas, New York 20, N. Y. 

Entered as second class matter July 31, 1911, at the postoffice at Baltimore, Maryland, under 
the Act of March 3, 1879. Acceptance for mailing at special rate of postage provided for in 
Section 1103, Act of October 3, 1917. Authorized on July 3, ror8. 
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Therapy for Vascular Headache 
to Reverse the Physiologic Disturbance 


Headache, a problem encountered in all kinds of medical 
practice, may occur in association with any of a variety of 
disorders, some organic, others purely functional. 


In headaches of organic etiology, e. g sinusitis, febrile 
disease, brain abscess — the primary objective is to eliminate 
the basic disease. Head pain can be relieved temporarily with 
analgesics, pending diagnosis and definitive treatment. 


Functional types of headache present a greater problem, 
because of the obscure nature of their etiology and their 
recurrent nature. Among these are: 


Migraine (both classical and variant forms) 
Tension headache 

Psychogenic headache 

Histaminic cephalgia 


Wolff and his co-workers established that the pain of these 
headaches is due to disturbance of the tonus of cranial blood 
vessels — hence the term vascular headaches. 


The craniovascular changes associated with the several 
phases of the typical migraine attack are: 


Vasoconstriction (Drawing 1) — to which the visual 
prodromata are attributable. It is possible to abort the 
attack during this phase in all but a few cases. (See 
treatment below.) 


Vasodilatation (Drawing 11) — as the vessels lose their 
tone, exaggerated pulsations set in, resulting in the 
throbbing pain which characterizes vascular headache. 
Treatment for the attack is still effective during this 
phase. (See below.) 


Vessel Edema (Drawing 111) — if the vasodilation con- 
tinues for too long, vessel walls become edematous; this 
changes the character of the pain to a steady, intense 
aching. The attack can now no longer be checked, even 
with maximum dosage of specific drugs. Moreover, sus- 
tained headache often induces reflex neck muscle tension, 
a source of residual pain. 


VESSEL STATE ACCOMPANYING SYMPTOMS 


VISUAL DISTURB- 
INCES: SCOTOMAS, H 


oP 

THESIA, PHOTOPHOBIA. 
SPEECH DISORDERS AND 
MOOD CHANGES: THES 
USUALLY LAST FROM A FEW 
MINUTES TO AN HOUR. 


VASOCONSTRICTION 


AGONIZING PERIODIC HEAD- 
ACHE USUALLY LIMITED TO 
TEMPORAL, FRONTAL OR OC- 
CIPITAL REGIONS. 

HEADACHE IS IN 
NATURE AND IS_ RELIEVED 
SOMEWHAT BY PRESSURE ON 
COMMON CAROTID ARTERY. 


"VASODILATATION 


THE AGONIZ HEADACHE 
BECOMES. AND 
STEADY. MAY LAST FOR 
HOURS OR DAYS. 


NAUSEA, VOMITING, 


MAY OCCUR DURING THIS 
STAGE. 
epema 


Therapy: For maximum success, treatment must follow 
two lines: 


I. Relieve the acute attack — of the numerous drugs 
which have been tried, ergotamine and its derivative prep- 
arations have proved most effective. The newest product is 
oral tablets of Cafergot®, N.N.R. (ergotamine with caffeine 
‘Sandoz’). When dosage is adjusted to the needs of the 
individual, Cafergot will give good relief in 85% of cases. 
It enables a greater number of patients to benefit from early 
administration since the oral route simplifies treatment as 
compared to parenteral therapy. 


Many migraine patients delay taking medication until the 
attack has reached its height. Explicit dosage instructions 
may be forgotten unless the patient is made to realize their 
importance. To help encourage adherence to correct dosage 
procedure, Sandoz Scientific Department has prepared pads 
of INSTRUCTIONS as reproduced below. 


1. Take @ tablets at first sign of attack. 

2. If the attack continues take one additional 
tablet every half-hour until attack is ter- 
minated 

3. Do not take more than 6 tablets for any 
single attack or more than 10 tablets in 
any one week. 

4. If attack develops more rapidly or is more 
severe than usual, take 3 or 4 tablets as’ 
carly as possible. 

5. If you —_ any change in your symp- 


2. Reduce the frequency of attacks — psychotherapy and 
regulation of living habits to avoid fatigue and nervous 
tension are most effective. 


Supplies of Instruction Sheets as shown in facsimile 
above will gladly be sent on request; reprints of recent 
reports on Vascular headaches are also available. 


GENERAL REFERENCES: DeJong, R.: Chicago M. Soc. aw 7 54: 

106, 1951. Friedman, A.: Modern Headache Therapy —— 
. Shofstall, C. and Shofstall, 

Soc. 36 .. Wolff, H.: Headache and Other Head Pain, 

New York, Oxford University La 194 


S andoz Pp barmaceuticals 


DIVISION OF SANDOZ CHEMICAL WORKS, INC. 
68 CHARLTON STREET, NEW YORK 14, N. Y. 


3 
> 
§ 
RY- 
NESS OF MOUTH, EXCESSIVE 2 
SWEATING AND CHILLINESS 
: 
| 
4 
§ i 
| 
4 diately. 
Do not take tablets between attacks. 
\ 
| 


A spontaneous, free flow of speech can be ob- 
tained by intravenous injection of ‘Methedrine’; 
previously withheld information is often disclosed, 
and abreaction is facilitated. 


There is no amnesia following ‘Methedrine’ ad- 
ministration; therefore there are no misgivings as 
to what has been said. Recollection of the inter- 
view helps the patient to accept the psychiatrist’s 
interpretations. 


Information as to 
dosage and technique 
will be sent on request 


R 
In contrast to the drowsiness and depression anecree 
Simon, J. L. and Taube, H.: 


persisting after barbiturates are used for narco- J. Nerv. and Ment. Dis., 
thesis, patients receiving ‘Methedrine’ are left ee 

syn »P 8 are le Levine, J., Rinkel, M. and 

Greenblatt, M.: Am. J. Psy- 
with @ sense of well being. Any stimulation re ae ean tak 

maining after the session may, if necessary, be Shorvon, H. J., Rook, A. J. 

d Wilkinson, D. S.: Brit. 

controlled by sedation. M. J., 1300, Dec, 1950, 


‘METHEDRINE’” 


METHAMPHETAMINE HYDROCHLORIDE 20 MG. IN 1 CC. 


INJECTION 


BURROUGHS WELLCOME & CO. (U.S.A.) INC., TUCKAHOE 7, NEW YORK 
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Newest and Most Promising Approach 
to the Medical Treatment of Alcoholism 


"Antabuse" offers renewed hope for the 
alcoholic patient. Extensive clinical 
Studies have clearly established the 
effectiveness of this preparation in the 
treatment of alcoholism. 


Even small amounts of alcohol, taken 

after "Antabuse" is administered, will 

produce a highly unpleasant and distressing 
reaction. Because “Antabuse” produces this 
strong sensitivity to alcohol, sobriety is self 
enforced, and the patient is rendered more 
amenable to the supportive and psychotherapeutic 
measures necessary for rehabilitation. 


"Antabuse" is safe therapy when properly 
used. It should, however, be employed 
under close medical supervision and with 
the full knowledge of the patient. 


Tested in MORE THAN 100 clinics... 

by MORE THAN 800 qualified investigators 
.on MORE THAN 5,000 patients... 

and covered by MORE THAN 200 

laboratory and clinical reports. 


"ANTABUSE" 


Brand of specially prepared and highly purified 
tetraethylthiuram disulfide 


"antabuse" is identical. -..@ “chemical fence" for the alcoholic 


with the material Supplied in tablets of 0.5Gmn., 
used by the original bottles of 50 and 1,000. 
Danish workers, and 
is supplied under license 
from Medicinalco, Ayerst, McKenna & Harrison Limited 
Copenhagen, Denmark. 
U.S. Pat. No. 2,567,814. New York, N.Y. * Montreal, Canada 
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asthma control 
with 


limited side-action 


Orthoxine Hydrochloride, an antispas- 
modic and bronchodilator, was developed 
by Upjohn research chemists by modify- 
ing the configuration of a sympathomi- 
metic amine molecule. 


Such molecular structural change limits 
the action of Orthoxine mainly to bron- 
chodilatation, thereby minimizing side- 
actions (vasopressor and psychomotor 
stimulation). 

For more air, with less trouble, in con- 
trolling asthma ... 


Bottles of 100 and 500 tablets 


Orthoxine Hydrochloride (100 mg.) Tablets con- 
tain beta-(ortho-methoxy phenyl)-isopropyl- 
methylamine hydrochloride — a bronchodilator 
and antispasmodic. 

* Trademark, Reg. U.S. Pat. Off. 


for medicine ... produced with care... designed for health 


THE UPJOHN COMPANY. KALAMAZOO, MICHIGAN 
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Choose any of these important 


FREE | bonus book on joining 


SPECIALIZED TECHNIQUES IN 
PSYCHOTHERAPY 
Edited by Gustav Bychowski, M.D. 
and J. Louise Despert, M.D. 
List price: $5.00 
Member's price: $4.50 
AN INTRODUCTION TO PROJECTIVE 
TECHNIQUES 
Edited by Harold H. and Gladys L. 
Anderson 
List price: $9.00 
Member's price: $5.25 
FEELINGS AND EMOTIONS 
Edited by Martin L. Reymert 
List price: $7.00 
Member's price: $4.95 
CHILDREN WHO HATE 
By Fritz Redl and David Wineman 
Member’s price: $3.50 
GROWTH AND CULTURE: 
A Study of Childhood 
By Margaret Mead and Frances 
Cooke MacGregor 
List price: $7.50 
Member's price: $4.95 


THE AUTHORITARIAN PERSONALITY 
By Adorno, Frenkel-Brunswik, Levin- 
son and Sanford 

List price: $7.50 


Member's price: $6.00 
GROUP TREATMENT IN 
PSYCHOTHERAPY 
By Robert G. Hinckley, M.D. and 
Lydia Hermann 

Member's price: $3.00 
LOVE IS NOT ENOUGH: Treatment 
of Emotionally Disturbed Children 
By Bruno Bettelheim 

List price: 

Member's price: 
SEX IN PSYCHOANALYSIS 
By Sandor Ferenczi, M.D. 
duction by Clara Thompson, 

List price: $3. 

Member's price: $3.00 
SOCIAL SCIENCE AND PSYCHO- 
THERAPY FOR CHILDREN 
By Otto Pollak 

Member's price: $3.95 


THE COMMONSENSE PSYCHIATRY 
OF DR. ADOLF MEYER 
Edited by Alfred Lief 
List price: $8.50 
Member's price: $5.75 


THE INTEGRATION OF BEHAVIOR 
By Thomas M. French, M.D. 
List price: $5.00 
Member's price: $4.25 


THE CLINICAL APPLICATION OF 

PSYCHOLOGICAL TESTS 

By Roy Schafer List price: $6.75 
Member's price: $5.25 


COMMUNICATION: Social Matrix 
of Psychiatry 
By Jurgen Ruesch, M.D. 
Gregory Bateson 

Member's price: $4.50 


CULTURE AND PERSONALITY 
Original papers by Kardiner, Fromm, 
Sullivan, Murray, others 

Member’s price: $3.25 


and 


START YOUR MEMBERSHIP NOW by selecting any one of these fine 
ks as your first membership choice. This is in addition to your FREE 
book. No distinction is made between the book you can select FREE 
and the one you purchase. In this way you actually can obtain as much 
as $17.50 worth of important volumes for as little as $5.25. 
Both your FREE book and your first membership selection will be 
sent to you immediately upon receipt of the coupon at right. 
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PRINCIPLES OF INTENSIVE 
PSYCHOTHERAPY 
By Frieda Fromm-Reichmann, M. D. 
Member's price: $3.75 
WISDOM, MADNESS AND FOLLY: 
Autobiography of a Manic- 
Depressive 
By John Custance 
Member's price: $3.75 
THE FORGOTTEN LANGUAGE: 
A Study of Dreams, Myths and Symbols 
By Erich Fromm 
List price: $3.50 
Member's price: $3.25 


How THE BASIC BOOK SERVICE 
benefits you: 


OUR only cost is the cost of the 

books you buy, and you often 
pay a reduced, special membershi 
ice for these. You receive a FREE 

nus book for every 4 Basic Book 
Selections purchased. Members’ sav- 
ings average 40% on their books from 
The Basic Book Service. 
Each month the editorial board 
selects one or more of the outstand- 
ing new books in Psychiatry, Psy- 
chology, Child Guidance and related 
fields. An authority reviews each 
selection in our monthly magazine 
which is sent you free-of-charge. 
You then decide for yourself if you 
want it. Your only obligation is to 
buy 4 selections in the next 12 
months from a choice of between 
30 to 40 current books. 


dois in your field as your 
the Basic Book Service 


OUR AGE OF UNREASON 
By Franz Alexander, M.D. 
List price: $4.50 
Member's price: $3.95 


THE MORAL JUDGMENT OF THE CHILD 
By Jean Piaget 

List price: $4.50 

Member's price: $3.95 


LANGUAGE AND THOUGHT OF THE 

CHILD 

By Jean Piaget List price: $4.50 
Member's price: $3.95 


FURTHER CONTRIBUTIONS TO THE 
THEORY AND TECHNIQUE OF 
PSYCHOANALYSIS 
By Sandor Ferenczi, M.D. 
List price: $5.00 
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JAPANESE PSYCHIATRY AND PSYCHOTHERAPY * 


AVROHM JACOBSON, Captain, M.C., U.S.A. R.,? 
AND 


ALBERT N. BERENBERG, 


While on duty with the 141st General 
Hospital in Southern Japan during the 
Korean conflict, the authors participated in 
joint psychiatric clinics and seminars with the 
neuropsychiatric faculty of the Kyushu Uni- 
versity Medical School in Fukuoka. Access 
was also gained to the several indigenous 
mental health facilities, clinics, hospitals, and 
correctional institutions. The classification 
and treatment of mental illness in Japan as 
well as the Japanese version of etiology were 
explained to us. Records and statistics were 
made available. In what follows we have 
attempted to describe some of the concepts 
of certain of the neuroses as well as the 
therapeutic procedures used. 

First, however, a word about the scope of 
this paper. Though the major psychoses 
(their classification, the concepts concerning 
their etiology, and the therapies currently 
popular) are certainly deserving of detailed 
attention, because of the more fascinating and 
somewhat alien manner of treating the non- 
psychotic mental disorders we shall devote 
the major portion of this report to the latter. 

Generally speaking, the nomenclature and 
classification of psychiatric conditions is not 
uniform throughout Japan. There is an at- 
tempt to follow the classification of Kraepelin, 
but at best it is an approximation. Such di- 
agnoses as “Commotion Psychosis, Reactive 
Insanity, Invocation Psychosis, Nervous 
Paresis, and Short Stature” are found in the 
“Statistics of Patients, Report for the Year 
1949 of the University Neuropsychiatric Out- 
patient Clinic.” “Paraphrenia” still enjoys 
general usage. 

Making rounds through a closed ward 
pavilion one is impressed, indeed over- 
whelmed, by the assortment of descriptive 


1 Read at the 108th annual meeting of The Ameri- 
can Psychiatric Association, Atlantic City, N. J., 
May 12-16, 1952. 

2 Chief, Neuropsychiatric Service, 141st General 
Hospital, Japan. 

8 Chief, Clinical Psychologist, 141st General Hos- 
pital, Japan. 


Ist Lt., M.S.C., U.S.A. R.8 


diagnostic labels in the clinical records that 
are accepted as diagnoses. These records are 
kept in both Japanese and German. The “in- 
vocation psychosis” is in fact a paranoid 
schizophrenic reaction with religiosity dom- 
inating the clinical picture. “Psychogenic 
psychosis” is usually a schizophrenic reaction 
wherein there is no evidence of intellectual or 
emotional deterioration, and which is be- 
lieved therefore to be nonorganic and more 
favorable in outcome than schizophrenia. 
The latter is considered organically based 
and essentially deteriorative. 

The Japanese utilize many techniques in 
therapy that are common in America today, 
such as electroshock, continuous sleep, psy- 
chosurgery, etc. One cannot help being im- 
pressed by the docility of the average Japa- 
nese psychotic. However, seclusion rooms 
and physical restraints are used for the more 
acutely disturbed. 

The psychiatric staff members of the Kyu- 
shu University Medical School are quite firm 
in their “non-Freudian” approach to mental 
disease. They explain their position by say- 
ing that Japanese psychiatry like Japanese 
medicine has developed under the strong 
influence of the Germans who have not, in 
their opinion, given support to Freudian 
theory. More basic than that, they claim, 
is their feeling that Freudian psychology is 
vague, presumptuous, and unscientific. 

Of great interest to us were the unique 
concepts held concerning certain of the neu- 
roses and the methods for their treatment. 
The most widely used system of psycho- 
therapy in Japan today was developed about 
30 years ago by Doctor Morita, professor of 
clinical psychiatry at Zikei University in 
Tokyo. He developed his method specif- 
ically to treat a group of neuroses that he 
called “shinkeishitsu.” Literally translated, 
“shinkeishitsu” means nervousness. How- 
ever, since this meaning is only approximate 
and misleading as well, the original Japanese 
term will be used in this paper. 
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VARIETIES OF “SHINKEISHITSU” 


“Shinkeishitsu” is described under 3 sub- 
groups: neurasthenic states, obsessive-phobic 
states, and paroxysmal neurosis. 

a. Neurasthenic States—The symptom- 
atology of this subgroup corresponds roughly 
to that of neurasthenia. However, Morita 
could not accept the explanation prevalent at 
the time that the irritability and weakness 
observed in his patients were caused by an 
exhausted nervous system. He believed that, 
if nervous exhaustion were causal in neu- 
rasthenia, it should be cured by rest alone. 
But, since such therapy was ineffectual in al- 
most all cases, he felt that other mechanisms 
were at work. He contended that, if it were 
simply a matter of nervous exhaustion, the 
patient would seek rest quite naturally and 
recover without ever having seen a doctor. 

b. Obsessive-Phobic States—This sub- 
group includes those patients who are charac- 
terized by recurrent and intense fear associ- 
ated with an idea, object, or situation, as well 
as the persistent recurrence of unwelcome 
and distressing thoughts. Although the pa- 
tient consciously recognizes that no danger 
exists and that there is no rational basis for 
his fear, he cannot help being fearful. 

c. Paroxysmal Neurosis ——This subgroup 
is characterized by acute anxiety on a hypo- 
chondriacal basis. It is more or less equiva- 
lent to an anxiety attack with tachycardia, 
dyspnea, vertigo, and vomiting as the out- 
standing symptoms. These symptoms occur 
in paroxysms. Sometimes this is referred to 
as the “cardiac neurosis” because of the lay 
association of the symptoms with cardiac 
illness. 

In summary, “Shinkeishitsu,” as a group 
of related diseases, is characterized by com- 
pulsive acts, obsessive thinking, hypochondri- 
asis, and chronic neurasthenia. In the first 
half of 1941 the Kyushu Medical School’s 
neuropsychiatric service diagnosed 227 out- 
patients (8.7% of all NP outpatients) and 
15 inpatients (3.1% of all NP inpatients) as 
suffering from this disease. 

In their premorbid states, these patients 
are said to be extremely. punctilious, rigid, 
fastidious, formal, meticulous and _ suffer 
from obsessive doubting. They are so per- 
fectionistic that nothing they do satisfies 
them as a job well done. With their exag- 


gerated sense of duty and their inability to 
make decisions they often become quiet, se- 
clusive, and overinvolved with “self.” 

The first step in the transition from the 
premorbid character to the pattern of “shin- 
keishitsu” occurs when the patient becomes 
engrossed in hypochondriacal anxiety. Fol- 
lowing that, contends Morita, there develops 
a “psychic mutual action.” This is the mutual 
action betweei: the patient’s attention to the 
condition of his body or mind on the one 
hand and his sensations on the other. Atten- 
tion and sensation are constantly interacting 
in such a way as to make the other progres- 
sively more sensitive and sharpened. This 
is a circular process in which, for example, a 
psychosomatic illness increases the anxiety 
of the patient, which in turn aggravates his 
illness. 

Morita states that all 3 subgroups of “shin- 
keishitsu” can be understood on the basis of 
“hypochondriasis” and “psychic mutual ac- 
tion.” In considering the life histories of 
these patients, he found that many of them 
were brought up in homes that were “too 
rigid or too permissive.” 


Morita’s THERAPY 


Morita formulated a course of therapy that 
has been widely used in psychiatric clinics 
throughout Japan. The course of therapy 
consists of four definite phases: Phase I, 
“Absolute rest”; Phase II, “Light physical 
activity” ; Phase III, “Moderate physical ac- 
tivity” ; Phase IV, “Discipline by coping with 
the complex unpredictable problems of life.” 

During the first 3 phases of treatment, the 
patient is able to see and speak with only 
the doctor and nurses attending him. He may 
not speak with his family, friends, or with 
other patients or even staff members not di- 
rectly concerned with him. The purpose of 
this isolation is to encourage introspection 
and “soul-searching,” to promote a greater 
consciousness of self. 

The first phase of treatment, which con- 
sists of absolute rest, continues from several 
days to a week. During this period the pa- 
tient is observed for diagnostic purposes 
while he is able to recover from any physical 
or emotional exhaustion he may have. Morita 
believed that the patient suffering from- 
“shinkeishitsu” is able to follow the doctor’s 
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prescription of absolute rest, albeit with some 
anxiety. On the other hand, the hysteric and 
the early schizophrenic are unable to do so 
without considerable feelings of ennui. 

In this phase of treatment, the patient is 
allowed to do nothing to help pass away the 
time. He is prohibited from speaking, writ- 
ing, making his toilet, or performing any 
kind of handiwork. Even when the patient 
experiences strong anxiety he must continue 
to do nothing. In addition, he is kept com- 
pletely unaware of the nature of his treat- 
ment. In no way is he given to understand 
that he will recover or how recovery will be 
effected since the feeling of expectation might 
disturb the “natural process of recovery.” 

A strong feeling of tedium is usually in- 
duced in the patient between the fourth and 
seventh days. During this time the doctor 
observes him in order to decide when suffi- 
cient tedium has been produced. At that 
time the patient is started on Phase II of 
his therapy. 

In the second phase, the patient is still iso- 
lated from social intercourse, from speaking 
and from reading. However, he now begins 
to write in his diary every evening and must 
continue to do so until the end of his treat- 
ment. The diary is said to be a valuable aid 
to the psychiatrist in diagnosis and therapy. 
The regime remains rigid. The patient must 
get up and go to bed according to a strict 
schedule. He is not permitted to lie down on 
his bed during the day no matter how fatigued 
he may feel. He must go out for walks at 
specified hours. 

The goal of this period, which lasts from 
7 to 14 days, is to promote spontaneity of 
thought in the patient by forcibly restricting 
his physical activity. It is during this period 
that the patient will spontaneously demand to 
be allowed to perform certain tasks without 
any prompting at all from the doctor or staff. 

In the third phase of treatment, which lasts 
from 7 to 14 days, the patient is at long last 
allowed to perform some moderately heavy 
work. Often, the old obsessive feeling that 
his work is inadequate shows up immediately. 
However, the doctor is now in a better posi- 
tion to show the patient how he is actually 
getting substantial gratification from the per- 
formance of his work. It is during this time 
that the patient, with the support of the doc- 


tor, is said to gain confidence in his skills 
and abilities. 

The final and most difficult phase of ther- 
apy is to prepare the patient for a return to 
a complex social life. Under the supervision 
of his doctor he is encouraged to react less 
rigidly in meeting his everyday problems. 
He is trained to adapt himself to the chang- 
ing stresses of his environment. The length 
of this phase of treatment varies. 


INTENSITY 
OF ANXIETY 
AND FEAR 


Ss 10 'S 20 25 30 
TIME IN DAYS 


Fic. 1.—Results of therapy. This graph was 
shown to us by Kyushu University Faculty. It is a 
mixture of the qualitative and quantitative as shown 
by the nature of ordinate and abscissa. See Table 2 
for the results of this psychotherapy for each sub- 
group. The best results were obtained in treating 
the paroxysmal neurosis. Average for total: 76.2% 
cured, 7.6% improved. Average time for treatment: 
73.2 days. 


The therapists who use Morita’s method 
find their patients are usually quite ske ~ al 
as to the efficacy of this treatment. Ho... er, 
it does not seem to matter too mucl. ti) « the 
patient feels this way. According to rita, 
the doctor need not at any time sugges: to the 
patient that he is getting well. It is enough 
that the patient carries out the doctor’s 
orders. 

The process of recovery varies from pa- 
tient to patient. It appears, however, that 
there are two essential courses of recovery. 
In one type (Fig. 1, Curve A) the patient 
feels little or no improvement during the 
first and perhaps the second phases of ther- 
apy. Then suddenly he may achieve insight 
into the “unrealistic and unhealthy patterns” 
that brought him to treatment. From that 
point on recovery is rapid and symptoms 
diminish appreciably. 

In the other type of recovery (Figure 1, 
Curve B), improvement begins almost im- 
mediately, only to be followed by a relapse 
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accompanied by anxiety. This, in turn is 
followed by more improvement and so on. 
Some recovery is followed by some anxiety, 
the recovery being progressive until finally 
the patient is ostensibly free from his dis- 
ease. Unfortunately there are no attempts 
at follow-up studies, and the reliability of the 
statistics given concerning cures is question- 
able to say the least. 


CuLTuRAL Factors 


From the ioregoing description, it can be 
seen that the Japanese psychiatrist is pri- 
marily concerned with the behavior of his 
patient, who is classified according to, his 
particular maladaptive pattern and who is 
treated by being subjected to a series of 
supervised corrective experiences. In par- 
ticular, the patient’s concern with. himself 
and his symptoms is viewed as basic to his 
behavioral dysfunction. It would appear that 
the Japanese view the whole thing as char- 
acter neurosis. One of the basic conditions 
for recovery is the development of what is 
generally called “a calm and well regulated 
mind.” This, it appears, is not only the goal 
of modern psychiatry but has been the goal of 
Zen Buddhism for the past 800 years. 

Not only the goal, but also the manner of 
achieving this goal is outlined in the 8 steps 
formulated by the first Buddha (Gautama 
Buddha). In order to achieve enlightenment 
or a serene and orderly mind, it was said by 
the Buddha, one should sit long and quietly, 
withdrawn from external objects and direct 
all thoughts inward. This bears more than a 
superficial resemblance to Phases I and II of 
Morita’s psychotherapy as described above. 
Indeed, Morita himself states that his treat- 
ment of “shinkeishitsu” is essentially an ex- 
tension of Zen Buddhism. This self-disci- 
pline is more than a matter of religion or 
philosophy. It permeates the life of the na- 
tion. From earliest infancy the Japanese is 
taught that the “will” should be supreme over 
an obedient body. Part of Morita’s therapy 
is to master a recalcitrant and anxiously 
somatizing body through the power of the 
“will.” 

Another principle that is common to both 
Zen Buddhism and Morita’s therapy is that of 
performing one’s tasks and duties with such 
absorption that one is hardly aware of one’s 
self. Often when an adolescent boy is over- 


concerned about the highly important middle 
school examinations that he must take, he is 
advised to “take it as one already dead” and 
pass the examination without any trouble. 
“To live as one already dead” is an important 
concept in Japanese philosophy. The Zen 
Buddhist calls this highly desirable state, 
“muga.” It is a kind of ecstatic performance 
with no sense of “I am doing it.” Filled with 
the ecstasy of “muga” the Japanese officer 
leads his men in a suicidal “banz&i attack” 
with little or no conscious thought of the 
great peril to which he is exposing himself. 
If he performs “as one already dead,” he 
achieves maximal efficiency in accomplishing 
his mission. Similarly on a smaller scale in 
sports and in the theater one becomes so ab- 
sorbed in what one is doing or witnessing 
that the palms of one’s hands may become 
wet with the “sweat of muga.” This state 
differs from the Indian concept of Nirvana 
in that the Japanese seek their Nirvana here 
and now without any flight from the realities 
and pleasures of this world. In brief, “muga” 
is allegedly a release from internal tension 
and conflict and is therefore conducive to ex- 
pertness in performance. 

Another factor in the basic design of 
Morita’s therapy is the rigidity of his system. 
The psychiatrist knows that the first phase 
of therapy lasts 4 to 7 days. He knows that 
the third phase lasts 7 to 14 days. In addi- 
tion, during each phase of therapy, every ac- 
tivity of the patient is clearly prescribed. He 
may not speak to anyone but his doctor, etc. 
There are also rules set down to govern the 
conduct of the psychiatrist in relation to 
his patient. There are certain things that he 
must say and do and others that he may not. 
Everything is set down in black and white. 
This rigidity and planfulness is again a re- 
flection of a much older Japanese cultural 
pattern. It is reminiscent of the elaborate 
codes that govern the behavior of the Japa- 
nese in almost every conceivable situation. 
From earliest childhood, the Japanese learns 
how to sit properly, what kind of bow he 
must give to people of different social stand- 
ing, what manner of address is to be used 
in each situation and with each person, etc. 
In addition, he must learn his “on,” his “giri,” 
and his “gimu.” * 

4 Duty to repay one’s moral debts to the Emperor, 


the nation, one’s parents, relatives, friends, business 
associates, profession, one’s name, etc. Not even one 
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He soon takes his station in this rigid so- 
ciety wherein each person has his proper place 
in relation to every other. There is neither 
freedom nor disorder. One is respected for 
his ability to follow the various obligations 
incident to his loyalties as perfectly as pos- 
sible. Outside intrusions and demands upon 
one’s attention to his obligations are seen as 
pollutions despite their seeming desirability. 
Indeed does the young Japanese inherit the 
debts of the past! 

In theory and seeming essence he has the 
map and the plan of security. As long as he 
lives according to the plan, he can predict 
with a fair degree of accuracy what is prob- 
ably going to happen to him. Even those who 
cannot accept their roles without reservation 
must express their hostility only with bland- 
ness, humility, and the omnipresent smile. 
The Japanese knows that any deviation from 
the code is likely to be painful. Often it be- 
comes necessary for him to become preoc- 
cupied with minutiae in order to escape from 
an awareness of his true feelings. The real 
threat comes from the unforeseen situation 
that cannot be handled by rote. Such a situa- 
tion is often frightening and may even lead 
him to react in an irrational manner. 

In the light of these and other cultural 
factors let us again consider the subgroups 
of “shinkeishitsu.” 

Neurasthenic Symptoms.—It is surprising 
to find such low incidence of sexual dysfunc- 
tion contrary to the findings so frequently 
discussed in western textbooks under the 
heading of neurasthenia (see Table 1). It is 
possible, of course that the figures reflect a 
reluctance on the part of the patient and/or 
the psychiatrist to discuss such matters, but 
it hardly seems probable when it is considered 
that sexuality is not nearly as taboo a sub- 
ject as it is in western countries. 

It is a matter of tradition that the Japanese 
consider neither sex nor any other human 
feeling to be evil. On the contrary, the feel- 
ings are thoroughly good, provided they re- 
main completely within the control of the 
individual. The authors were surprised to 
learn how permissive was the Japanese par- 
ent’s attitude toward infantile and juvenile 
masturbation. The Japanese child is not told 


ten-thousandth of each debt is considered repayable, 
such is its magnitude. 


that God will punish him for such transgres- 
sions or that he will lose his mind or that it 
is dirty or that he will become a physical 
weakling. He is neither threatened nor ca- 


TABLE 1 
Symptoms CHARACTERISTIC OF “SHINKEISHITSU” 
Symptoms No. % 


A. Neurasthenic states (simple hypo- 
chondriasis) (519 cases) 


Feeling of pressure on head....... 217 418 
Disorder of sleeping............. 159 30.6 
Physical and mental fatiguability. 45 8.7 
Lack of concentration........... 45 8.7 
Feeling of dizziness.............. 44 8.5 
Difficulty of thinking, deciding, 

Sexual impotence ............... 34 6.5 
Feeling of langour .............. 30 5.8 
Feeling of clouded consciousness.. 27 5.2 
Nocturnal emission ............. 25 48 
Tense feeling in neck and shoulder. 24 4.6 
Gastrointestinal complaints ....... 15 2.9 

B. Obsessive-phobic states (262 cases) 

Persistent doubting ............. 26 9.9 
Persistent recurrence of unwelcome 

Fear of committing a crime ...... II 4.2 
Fear of being watched closely .... 8 3.1 
Fear of pointed objects .......... 5 1.9 
Fear of high places ............. 3 II 

C. Paroxysmal neuroses (40 cases) 

Fit GF 23 57.5 
Fit of difficult breathing—dyspnea. 8 20.0 


joled. It is not considered sufficiently im- 
portant. Autoeroticism is considered to be 
a pleasure about which there is no reason to 
feel guilt as long as control over it is not lost. 

Even the adult is relatively free from guilt 
over any autoerotic practices in which he 
might engage. It is true that the constant 
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influx of western ideas of morality is chang- 
ing this pattern but still Japan remains unique 
even in this, her transition phase. One may 
still obtain highly ingenious autoerotic de- 
vices such as the “remotoma” ® in this coun- 
try. If they are not as available and as well 
advertised as they were before the war, it 
is perhaps because the Japanese appear to 
have become increasingly sensitive to any 
hint of ridicule from the western nations. 

Their attitude toward homosexuality is a 
case in point. In old Japan, it was quite 
proper for a priest, samurai, or other high 
ranking person to keep a young boy as he 
would a mistress. It was a privilege of status. 

During the Meiji reform when Japan was 
westernizing at an unprecedented rate, ho- 
mosexuality was declared to be illegal and 
punishable by law. It was not a question of 
moral judgement but rather a legal import 
from the west that seemed to go along with 
the steam engine and mass production. To- 
day, homosexuality is still treated as a legal 
rather than moral or even psychiatric prob- 
lem. Even so, it has been of comparatively 
minor importance until now. At present, 
Japanese psychiatrists have noted an increase 
in the incidence of homosexuality in large 
cities such as Tokyo and Osaka. These cities 
are among the most westernized in Japan and 
are becoming even more so as a result of the 
Allied occupation. 

As for the impact of the Allied occupation 
on Japanese morality, it is at least consider- 
able. It will be difficult to appreciate the full 
significance of the changes that have taken 
place in the Japanese way of looking at things 
for some time to come. An interesting and 
comparatively recent innovation is the in- 
creased overt sexualization of the female 
breast. Before the advent of the Army of 
Occupation, the American movie, and the 
adoption of American styles of dress, the 
breast was considered to be primarily an 
organ of lactation. When not in use it was 
apparently nonexistent under layers of cloth- 
ing and a tightly wound girdle. Today, much 
of that is changed. In almost all the large 


5A female masturbatory device consisting of a 
solid metal ball within a larger hollow ball, which 
is inserted into the vagina and held in place by a 
tampon. Thereafter with each movement the smaller 
ball rolling within the large provides constant erotic 
stimulation. 


cities, western dress has supplanted the tra- 
ditional Japanese kimona. Breasts are sup- 
ported and emphasized by foundation gar- 
ments that are now receiving unprecedented 
popularity. Those women who are more 
modestly endowed are now purchasing “chi- 
chi kata” or breast pads, the sale of which is 
said to be very great. Sweaters and provoca- 
tive necklines are to be seen everywhere. 

Along with this, there is a greater tendency 
toward the western conception of modesty. 
Nonetheless it is difficult for a nation to 
change its ways in just a few years. It is true 
that there are separate entrances now for 
men and women in the public bath houses, 
but once they enter they disrobe completely 
and use the same bathing pools with complete 
equanimity. To a large extent, a separate 
toilet for each sex is a luxury reserved for 
foreigners. Even in modern Japanese thea- 
ters the water closet is shared simultaneously 
by both sexes without embarrassment. In 
fact it is a common sight even in the large 
cities to see a citizen complacently urinating 
in the street. No shame is observed, no notice 
given by passersby. 

The Japanese seems to compartmentalize 
his sex life. Taking a bath in mixed company 
is one thing and is not to be confused with 
sex, per se. There are even compartments 
within the compartments. A man may be 
married and still openly seek erotic pleasures 
outside the limits of his nuptial mat without 
incurring either guilt feelings or social disap- 
proval. His wife may not be overjoyed at 
such a prospect but she will often lay out his 
clothing and help him dress for an evening 
of relaxation at a geisha house or perhaps 
the more modestly priced house of prostitu- 
tion. Nonmarital sexuality provides erotic 
pleasures that are apparently not available in 
husband-wife relationship and vice versa. 

Although the foregoing has in no way 
approached an outline of Japanese sexuality, 
it is believed that enough has been said to 
indicate that the Japanese pattern and ap- 
proach to sexuality are different from ours. 
The low incidence of sexual dysfunction in 
the Japanese male as reported by Kyushu 
Medical School may then perhaps be regarded 
as a function of the cultural traditions of this 
country. Unfortunately, the authors were 
unable to find anything resembling the ex- 
haustive surveys on sexual habits that have 
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been made in America. Our inquiries met 
with vague replies and amused tolerance, but 
recorded figures were lacking. 
Obsessive-Phobic Symptoms.—In consid- 
ering the obsessive-phobic states (see Table 
1), the high incidence of some symptoms 
undoubtedly reflects cultural patterns. Thus, 
the pathological fear of disease is to be ex- 
pected in a country where even the normal 
individual is obliged to exercise vigilance in 
order to maintain his health. Fear of dirt 
is not too far removed from fear of disease. 
The high percentage of obsessive-phobics who 
suffer from fear of blushing seems to reflect 
the Japanese feeling that loss of control over 


Cured Improved 
Neurasthenic states § 30 2 
(simple hypochondriasis) (78.9%) (5.3%) 
§ 44 5 
Obsessive-phobic states | (733% ) (8.3%) 
I 
Paroxysmal neurosis | (85 7%) Qa 43% ) 
(76.2%) (7.6%) 


TABLE 2 
RESULTS OF TREATMENT AT KyusHuU MEDICAL SCHOOL, 1950-1951 


sive disorder. Indeed, the Japanese psychi- 
atrist is very much attracted to the organic 
approach to his speciality. The research at 
the Kyushu Medical School department of 
neuropsychiatry seemed to be almost exclu- 
sively of the organic variety. It seems para- 
doxical that a nation whose cultural patterns 
are so imbued with myth and tradition should 
seek to disavow these in psychiatry. Its 
studies are concerned with measuring of de- 
tails, the usefulness of which is questionable, 
while social factors are given but passing 
notice. 

Morita’s therapy is said to be most effective 
with the paroxysmal or cardiac neuroses. 


Unchanged treatment Tora 
2 3 I 38 
(5.3%) (7.9%) (2.6%) 
4 5 2 60 
(6.7%) (8.3%) (3.3%) 
7 
6 8 3 105 
(5.7%) (7.6%) (2.9%) 


Note: Period of time used for this treatment: 


Maximum: 180 days 


Minimum: 13 days 
Mean: 73.2 days 


one’s emotions is something highly undesir- 
able. It is also interesting to note that fear 
of ugliness is a close runner-up to fear of 
dirt. These are related by more than their 
closely equivalent percentages in Table 1. 
Dirt and ugliness are homonymous in Japa- 
nese. When an object is referred to as “kita- 
nai,” it could be ugly, dirty, or both. The 
listener need not always decide which char- 
acteristic applies since there is a gradual 
blending of meaning from one to the other. 
Conversely, the opposite of “‘kitamai” is “ki- 
rei,” which means clean and/or pretty. 
Paroxysmal Symptoms.—The influence of 
the language of the Japanese is no small fac- 
tor in shaping their formulations on mental 
disease and its treatment. Thus, a whole sub- 
group of “shinkeishitsu” is referred to as a 
“paroxysmal neurosis,” while each of its 
symptoms is given in terms of “fits.” There is 
a fit of palpitation, a fit of dyspnea, etc. The 
whole thing sounds like an organic convul- 


Unfortunately, the study available included 
only 7 cases in this category. One hundred 
percent of these cases were treated “success- 
fully” as shown in Table 2. Even when the 
entire 105 unselected cases reviewed at 
Kyushu University are considered, we still 
have 76.2% “cures” and 7.6% “improved” or 
a total of 83.8% of all cases who responded 
favorably to this treatment. 

In our opinion the validity of these sta- 
tistics is questionable. The lack of follow-up 
studies to check their “cures” has been men- 
tioned above. By the term “cure” the Japa- 
nese mean conforming behavior rather than 
the patient’s own feeling of well-being and 
lack of conflict. The Japanese patterns of be- 
havior are meticulously prescribed and one 
must conform. No reservations or substitu- 
tions allowed! Even their statistics conform. 
However, it is soon apparent that much is 
excluded in their studies. They do not ap- 
pear to investigate the foundations and ori- 
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gins of neurotic behavior. They make little 
attempt to understand the ambivalent feelings 
of patients toward authority figures. Soci- 
ologic factors are barely considered. Obli- 
gation or “on,” which has such a powerful 
influence on all phases of Japanese activity, 
is not mentioned in their reports. Techniques 
aimed at de-repression are looked upon as 
wasteful of time and antithetical to the goals 
they have set for themselves. They seem 
rather to approach the patient with a mold 
into which they force him. After a period 
of “setting” or “fixing” the mold is taken 
away and the patient steps out properly “cast” 
or back he goes for “‘re-casting.” The neu- 
roses are thought of in general as behavior 
disorders in our sense of the word. The 
stress factors acting upon the patient al- 
though recognized and often listed are rarely 
investigated as minutely as in western ther- 
apy. Sources of conflictual material are not 
sought after. Dreams are given but scant at- 
tention. Though occasionally one hears the 
use of the term unconscious, it is usually em- 
ployed to denote sleep rather than a state of 
mental and emotional activity not readily ap- 
parent to the individual. Transference phe- 
nomena are not mentioned, and apparently 
very few Japanese psychiatrists bother in- 
vestigating their own countertransferences. 
It is interesting to note that delusions are 
classified according to content. Thus there 
are “delusions of religion,” “delusions of in- 
vention,” “delusions of importance,” etc. No 
attempt is made to uncover the reasons for 
the presence of delusion. Suppression is the 
dominant theme in therapy; conformity the 
goal! There are a few dynamically oriented 
psychiatrists but they are pitifully few and 
apparently of little influence in Japanese 
psychiatry. There are many areas in Japa- 
nese psychiatry deserving of certain investi- 
gation and interpretation in the light of cul- 
tural and language differences. Increased 
understanding of the Japanese is obviously 
a must in our future plans and policies. Psy- 
chiatrists and social anthropologists have be- 
fore them a most fertile field of investigation, 
which is ripe for harvest. 


SUMMARY 


An attempt is made to give some of the 
philosophy and methods that underlie pres- 


ent-day Japanese psychiatry. A brief discus- 
sion of psychosis is given. The classification 
of “shinkeishitsu” with its subgroupings of 
neurasthenic states, obsessive-phobic states, 
and paroxysmal neurosis is outlined and dis- 
cussed. Morita’s 4-phase therapy for treat- 
ing “shinkeishitsu” is presented together 
with statistics compiled by the Kyushu Uni- 
versity Medical School department of neu- 
ropsychiatry. Cultural factors such as Bud- 
dhistic influences, national traditions, and cul- 
tural patterns are elaborated where they re- 
late to the classification and treatment of 
mental diseases in Japan. Symptoms char- 
acteristic of “shinkeishitsu” are listed with 
their frequency of occurrence as they were 
observed at the Kyushu Medical School 
Clinic. An attempt is made to explain these 
symptoms on the basis of cultural and histori- 
cal factors. Some of the limitations of the 
Japanese approach to psychotherapy as ex- 
emplified by Morita’s treatment of “shin- 
keishitsu” are discussed. 
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DISCUSSION 


TaKetomo, M. D. (Worcester, Mass.). 
—Two points were brought out in this paper that 
are misleading. 

1. The activity described here pertains to only 
one of some 40 different medical centers in Japan, 
many of which have their own characteristic ap- 
proach and viewpoint. Evaluations of psychopathol- 
ogy and treatment of American, English, French, 
German, Swiss schools, etc., are intensively under 
way at the different medical centers. Therefore, 
there is a serious danger of false generalization if 
this paper were regarded as a survey of “Japanese 
Psychiatry and Psychotherapy.” The authors’ re- 
view of Morita’s method of psychotherapy is a 
contribution to mutual understanding of one of the 
varieties of psychotherapy as practiced in our 2 
countries, but should certainly not be regarded as 
“characteristic.” In addition to organic approaches, 
different aspects such as projects in clinical psychol- 
ogy or the development of mental hygiene activities 
should be pointed out. 

2. The interpretation of Japanese culture as ex- 
plaining the types and nature of neuroses in Japan 
seems premature and based on a rather fragmentary 
picture of Japanese life. The attempt is both inter- 


esting and important, but it should await fuller and 
more adequately controlled investigations before 


AvroHM Jacosson (Captain, M.C.).—In an- 
swer to the points raised by Dr. Taketomo we 
should like to point out that the introduction to this 
paper indicated quite explicitly the source of our in- 
formation. Our statistics and personal observations 
were from the Kyushu University Medical School. 
However, the findings were discussed with members 
of medical faculties in other areas of Japan without 
adverse criticism being raised. 

The projects in clinical »sychology and those of 
mental hygiene activities are but in their infancy. 
We did not believe that the time limitations of this 
paper warranted discussion of those activities. 

The second point of Dr. Taketomo’s dealing with 
our “interpretation of Japanese culture as explain- 
ing the types and nature of neuroses in Japan,” we 
believe, though perhaps “premature,” is nonetheless 
called for by the demands of the time. To be sure, 
there is need for “fuller and more adequately con- 
trolled investigators,” but there is also a need for a 
realistic facing of facts. We need to know more 
about Japanese culture and neuroses. World War II 
partly indicates the degree of our ignorance along 
those lines. The Japanese themselves have not 
heretofore presented us with the studies asked for 
by Dr. Taketomo. We do not feel that we can afford 
the luxury of a “complete and controlled study” 
as a first venture into the understanding of the Japa- 
nese in sickness and in health. 
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SOME CHARACTERISTICS OF THE PSYCHOPATHOLOGY OF 
SCHIZOPHRENIC BEHAVIOR IN BAHIAN SOCIETY 


EDWARD STAINBROOK, Pu.D., M.D., New Haven, Conn. 


INTRODUCTION 


Within the last 2 decades an increasing 
awareness of the significance of the cultural 
determination of human behavior has become 
manifest generally in the Sciences of Man. 
For psychiatry, particularly, the expanding 
interest in the holistic study of man has been 
unusually rewarding-in terms of the en- 
hanced status of psychiatric theory in the 
social sciences as well as in the added mean- 
ingfulness to psychiatry of cultural and social 
phenomena. 

The success of psychodynamic hypotheses 
in the interpretation of behavior disorders 
and the extensive -pplication of psycho- 
dynamic theory to general personality func- 
tioning and organization provide both the 
concepts and the investigative impetus to en- 
liven the collaborative integration of the sub- 
ject matter of the social sciences. As the 
reciprocal value, anthropology and sociology 
are giving psychodynamic theories a crucial 
testing in cross-cultural applications and in 
studies of comparative and demographic psy- 
chopathology. 

Historically, the contemporary concern of 
psychiatry with the social and cultural matrix 
of human behavior represents a renascence 
of interest after an interval of the first 30 
years of the current century, during which 
psychiatric attention, led by psychoanalysis, 
was progressively intraverted in psychologi- 
cally productive and fertile study of the in- 
trapsychic happenings of man. 

In the last decades of the nineteenth cen- 


1 Read at the 108th annual meeting of The Amer- 
ican Psychiatric Association, Atlantic City, N. J., 
May 12-16, 1952. 

This study was financed by a grant from the 
Viking Fund and was facilitated by the cooperation 
of Professor Ralph Linton of the Department of 
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Wagley of the Department of Anthropology, Colum- 
bia University, Dr. Anisio Teixeira, Secretary of 
Education and Health, State of Bahia, Brazil, and 
by Dr. Oswaldo Camargo, Superintendent of the 
Juliano Moreira Hospital, Salvador, Bahia. 

From the Department of Psychiatry, Yale Uni- 
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tury, psychiatry was also ready, then as now, 
to develop a social and cultural area of re- 
search, both for theoretical and practical pur- 
poses. Then, the nosologic and etiologic tasks 
of psychiatry seemed to be either solved or 
well on the way to solution, and psychiatrists 
sought to extend the limits of the behavioral 
horizon. After 1870 an increasing number of 
observations were made on the ecologic, soci- 
ologic, and cultural determinants of behavior 
disorders. 

In those years, for example, it was possible 
to read in the psychiatric literature assertions 
that “lunacy” incidence, population density, 
and pauperism were positively correlated(2), 
that an “excessive proportion of melancholy” 
was admitted to the asylums of England and 
Wales following the economic depression of 
1875(4), that insanity in Japan was more 
prevalent among the married than the un- 
married(15), that melancholia and attempted 
suicide were far less common among the 
natives of British Guiana than in England 
(18), that in the asylums of Paris a British 
visitor could detect national character in the 
fact that “the children were much more talka- 
tive and demonstrative than English idiots 
ucually are’(17), that in American asylums 
the patients were much noisier and more dis- 
orderly than in British psychiatric hospitals 
(14), that “no one of experience can escape 
the impression that the composition and be- 
h vior of asylum populations differ a good 
deal in different parts of Germany”(1I2), 
that, in the year 1889, Norway admitted 5% 
more melancholics than maniacs into its psy- 
chiatric hospitals, while in the same year 
England was diagnosing 24% more patients 
suffering from mania than were admitted with 
a diagnosis of melancholia(6), that the “de- 
lusions of the insane are merely the reflex 
or shadow of the prevailing beliefs of the age 
in which they live”(11), that “French hys- 
teria doesn’t exist in England”(5), that, 
contrarily, some hysterical patients at the 
Chicago County Hospital were like the hys- 
terical women of France(7), that “in every 
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country the proportion of suicides is one 
woman to three men” (1), that “we can point 
to the rarity of mental illness . . . . in un- 
civilized peoples; to the enormous increase 
in the number of insane persons requiring 
care in all civilized nations and to the increase 
of suicide . . . . in the great centers of civi- 
lized countries . . . .”(1), and, finally, that 
“the study of the individual as an element of 
social pathology will plainly be a long, labori- 
ous and difficult business of the future”(11). 

Kraepelin, the great clinical psychiatrist of 
the closing nineteenth century, who person- 
ally exemplified the significant psychiatric 
trends of his times, became in his later years 
an anthropologically interested investigator. 
He had already spent 5 years in Estonia as 
professor of psychiatry in the University of 
Dorpat. About 15 years later he made a psy- 
chiatric tour of several different countries 
and concluded, in general, that the same clini- 
cal clusters of behavioral traits that formed 
his diagnostic classification could be found 
in all cultures(8). 

However, significant frequency differences 
existed. Mania and melancholia, as an illus- 
tration, were described as of rare occurrence 
in Java, and a clinical difference in psycho- 
pathology was also indicated in that ideas of 
having sinned were never expressed as part 
of a depressive reaction. Kraepelin also saw 
no cases of alcoholic psychosis among the Ja- 
vanese. Contrastingly, dementia przecox was 
a frequently occurring disorder and the pre- 
senting symptoms appeared to Kraepelin as 
the same psychopathology he had described 
in Europe. This latter conception of the cul- 
tural constancy of the psychopathological 
characteristics of schizophrenia so affirma- 
tively described by Kraepelin was reiterated 
by Mayer-Gross in Bumbe’s Handbuch der 
Geisteskrankheiten and more recently has 
been enunciated by Laubscher(10) in his 
studies on schizophrenic reactions in the 
Bantu. 

A survey of the contemporary literature 
on culture and psychopathology demonstrates 
that the essential tasks both of delineating 
the prevalence and of describing the psycho- 
pathology and the psychodynamics of be- 
|_avioral disease in various societies are in 
only the preliminary phases of scientific exe- 
cution. Cross-cultural comparisons of the 
frequency of schizophrenic disorders, for ex- 


ample, can be accomplished only by painstak- 
ing community studies in which psychiatrists 
and cultural anthropologists work in long- 
term collaboration. We do not yet have the 
results of such community research even in 
our own society. 

In the comparative cultural evaluation of 
the behavioral expression and meaning of 
schizophrenia, we are confronted also by 
problems of the methods of study. In pre- 
literate societies, as an illustration, the de- 
sirability and, indeed, the necessity of study- 
ing the schizophrenic person through the in- 
terpersonal medium of intensive psychother- 
apy has been actualized by only a very few 
investigators, notably by Wulf Sachs and by 
Devereux. Many other methodological con- 
siderations in the general area of culture and 
personality research are, of course, relevant 
to the interdisciplinary study of culture and 
psychopathology. 

An attempt to come to terms with the re- 
search needs of the psychiatrist and anthro- 
pologist as they cooperate in actual field work 
is now being written. The data of the present 
paper, however, represent a by-product of 
an experience in which a psychiatrist worked 
in the field in association with a team of 
anthropologists in an effort to understand 
the applied methods of anthropological re- 
search and to encounter at first hand the task 
of studying psychopathology in a society 
other than his own and with particular refer- 
ence to a correlated anthropological descrip- 
tion of the society and of its culture. The 
observations presented here are a preliminary 
report of part of this experience. 


METHODS 


The State of Bahia, Brazil, in cooperation 
with the Department of Anthropology of 
Columbia University, has been engaged in 
extensive anthropological and sociological re- 
search as a prelude to the planning of educa- 
tional and health programs for the rural areas 
of the state. Community studies with a com- 
mon plan and orientation have been carried 
out in 3 different ecological zones of Bahia. 
There is thus now in existence considerable 
cultural information about representative 
communities in Bahia, which can be used 
for the consideration of possible cultural de- 
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terminants of the psychopathology of this 
area. 

Since the time limits imposed on the psy- 
chiatrist in the exploratory study allowed 
only the most casual introduction to actual 
case-finding in the community itself, it was 
decided that the psychiatrist could get a 
superficial but comprehensive view of the 
schizophrenic reactions, particularly, by con- 
centrating his study on the patients admitted 
to the state psychiatric hospital in the city of 
Salvador, the capital of Bahia. About 80% 
of the patients of the Juliano Moreira Hos- 
pital originated in the rural parts of the state 
and many of them were from the 3 ecologic 
areas studied by the anthropologists. 

Approximtely 85% of the hospital pa- 
tients were of the lower class and 15% were 
middle class. From the ethnic point of view, 
Bahians generally represent, as Pierson(13) 
observes, “a multiracial class society . 


These classes are still largely identified with 
color, it is true, but they are classes nonethe- 
less and not castes. The most characteristic 
tendency of the Bahian social order is the 
gradual but persistent reduction of all dis- 


tinguishing racial and cultural marks and the 
fusing, biologically and culturally, of the 
African and the European into one race and 
one common culture.” The hospital popula- 
tion was predominantly blacks and mixed- 
bloods, largely illiterate, and a majority ex- 
hibited behavior patterns, particularly in re- 
ligion, demonstrating both African and Bra- 
zilian influences. 

Two hundred of these patients with an al- 
ready existing diagnosis of schizophrenia 
were studied by scrutiny of their hospital 
records, by single and occasionally serial in- 
terviews, by participant observation in the 
hospital life-space, and, selectively, by pro- 
jective tests. 


OBSERVATIONS 


The social organization and interaction 
within the Juliano Moreira Hospital were 
conditioned by a number of factors. The 
waking activity of patients was centered in 
large outdoor areas adjacent to the buildings, 
which were used only for night shelter. The 
psychological distance between psychiatrist 
and patient, based largely on the social class 
and hospital role difference, was ‘triking. 


After the acute admission phase of their ill- 
ness, low-class patients, particularly, gener- 
ally related to the physician by passive and 
submissive attitudes. The unhesitating obedi- 
ence of many schizophrenic patients was 
noticeable. So, too, as in East Indian schizo- 
phrenic behavior, overt impulsive and ag- 
gressive activity on the part of patients to- 
ward any of the hospital personnel was very 
little in evidence. Such behavior may be due, 
however, to the characteristics of the hospital 
organization rather than to culturally de- 
termined differences of personality. 

Women much more commonly verbalized 
their aggressive and other fantasies and feel- 
ings than did the men. On the other hand, 
even the most acutely disturbed women re- 
tained their early-learned habits of modestly 
arranging their dress between their legs when 
squatting in the habitual sitting position. 

This more open expression of ideation and 
feeling by female psychiatric patients may 
probably be based on the child-rearing differ- 
ences in the severity of discipline related to 
learning how to satisfy sexual and aggressive 
needs and on the cultural patterns of action 
for male and female behavior. Bahian psy- 
chiatry, nonetheless, is prone to place a di- 
agnosis of manic-depressive psychosis, manic 
phase, on such behavior because of the “affec- 
tive” -horacteristics. As a result, the male- 
female ratio in manic-depressive disorder is 
I to 4 in Bahian statistics. Since in the low- 
class patient depressive reactions are extra- 
ordinarily rare, these figures apply almost 
entirely to the diagnosis of manic excitement. 
A restudy of such patients by the author 
indicated that in his own clinic most of these 
reactions would be called schizophrenic. 

With reference to depressive reactions, it 
is incidentally interesting to note that, among 
the low-class patients, no instance of suicide 
had occurred inside the hospital within the 
last 10 years. 

The lack of any formal psychotherapeutic 
contact between psychiatrist and patient 
raises the basic question of the state of psy- 
chiatric science in this society, but it is also 
related to the problem of the patient’s hos- 
pital and social role and status and, addition- 
ally, it is closely involved with the cultural 
behavior about privacy and intimacy. The 
conception of the privacy of a psychiatric 
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interview was not a part of the organizational 
behavior of the hospital. 

If we turn our attention more specifically 
to the patients exhibiting schizophrenic be- 
havior, one of the most interesting findings is 
that, in 106 of 200 randomly selected cases of 
schizophrenia in persons under 40 years of 
age, one or both parents were dead by the time 
the patient first entered the hospital, at an 
average age of 24 years. The high mortality 
of the general population must be considered 
but, even so, other determinants must also 
account for such a high proportion of parent- 
bereaved individuals in the hospital popula- 
tion. Again, it would appear that only com- 
munity studies directed to case-finding in a 
specific region and an assessment of how the 
selectivity of the hospital operates could de- 
termine whether in this society there is a 
positive correlation between schizophrenic in- 
cidence and disrupted homes. Moreover, in 
Bahian family structure, with usually at least 
the mother’s near kin residing in the same 
house or nearby, the possibilities of substitute 
mothering and of the presence of several pa- 
rental figures change the meaning of parental 
loss from the experience in the relatively iso- 
lated conjugal American family. 

From the hospital records of these patients 
there was also overwhelming evidence of life- 
long difficulties in the maintenance of object- 
relationships and of the presence of early 
avoidance and withdrawal habits. One must 
be aware, however, that the hospital histories 
were records of a rather minimal communica- 
tion between doctor and patient. 

However, the avoidance-withdrawal be- 
havior of the hospital patients was rarely 
so pronounced as to lead to stupor and, al- 
most without exception, the schizophrenic 
patients entered readily into at least a mo- 
mentarily responsive and meaningful rela- 
tionship. The behavior of both the chronic 
and of the acute schizophrenic individuals 
seemed to be characterized by much less 
anxiety referable to other persons than in 
similar disorde*s in our own culture. This 
observation is admittedly difficult to docu- 
ment validly, but one acutely catatonic girl, 
for example, spoke to me in spite of the fact 
that she was retaining food in her mouth and 
had widely dilated “catatonic” pupils and 
other gross neurophysiological indices of ex- 
treme fear and of almost complete motor 


inhibition. She said that she believed in the 
spirits and that she was afraid of them but, 
she added, “I am not afraid of people be- 
cause they are human beings.” 

In general it seemed to be true that for 
the low-class rural patient, especially, anxiety, 
fear, and the threat of retribution were in- 
terpreted as arising from the cultural deities, 
either predominantly African or Catholic. So, 
too, for most of the low-class men and for 
the majority of both lower and middle-class 
women, the delusional restitutional symp- 
toms, either megalomanic or persecutory, 
were fantasied in terms of the cultural re- 
ligious institutions. Middle-class men, how- 
ever, much more frequently “secularized” 
their restitutive narcissistic and self-esteem 
delusions in terms of economic and class 
conceptions of power. Their paranoid ideas 
much more commonly involved the threat 
and persecution felt to arise from other men. 
Certainly some of this difference in psycho- 
pathology between lower and middle-class 
men may reside in the fact that in Bahia the 
middle classes identify with the upper and 
take on intense mobility needs. The lower 
class Bahian has no self-conscious class as- 
pirations. Moreover, class mobility in Bahia 
is usually associated on the part of the male 
with a somewhat lessened involvement in 
religious behavior. 

In a somewhat similar differentiation for 
which the class designation serves as a con- 
venient index, paranoid ideas utilizing con- 
ceptions of impersonal causation, such as 
electricity, were found only in the relatively 
educated middle-class person. Such patients 
were found, for example, only in the Sani- 
toria de Bahia, a private psychiatric hospital. 

Psychiatric anthropological research in 
Bahia derives a rich tradition from the early 
work of Nina Rodrigues and Artur Ramos 
directed to the study of the Afro-Brazilian 
Candomblé or possession ceremonies. The in- 
timate connection between the culture-pattern 
behavior of the Candomblé and the individual 
psychopathology was obviously demonstrated 
in the schizophrenic and other hospital pop- 
ulation. Ruth Landes(g) in her report on 
Bahia quotes a previous superintendent of 
the Juliano Moreira Hospital as saying that 
very few Candomblé women ever appeared 
in the psychiatric hospital. Certainly it is 
true that in absolute numbers only a small 
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proportion (approximately 3-5%) of the 
female psychiatric patients could be estab- 
lished as having been actual members of 
Candomblé cults. Unfortunately, there are 
no statistics on the proportion of Candomblé 
participants to the general female population. 

Observations on the psychodynamics of 
Candomblé organization are being detailed 
elsewhere. Here, it may be profitable to think 
that the complex patterns of behavioral ac- 
tion institutionalized in the Candomblé may 
be used by different individuals in different 
ways for the recurring periodic gratification 
of several needs. Nevertheless, whatever 
needs, both conscious and unconscious, any 
one individual may be satisfying by means 
of Candomblé behavior, such an individual 
must be in sufficient control of autistic and 
regressive behavior and of reality-testing to 
be acceptable within the relatively rigid ritua!- 
istic group action. Hence, no frankly schizo- 
phrenic person would be able to pass the 
probationary scrutiny. Similarly, individuals 
who utilized hysterical dissociative behavior 
in an idiosyncratic way apart from the in- 
duced dissociative experience of the cere- 
monies were also excluded from the group. 
Successful initiation into the Candomblé 
groups was accompanied, therefore, by con- 
siderable psychopathologic screening. 

One interesting correlative observation 
concerns the apparently low incidence of gross 
hysterical dissociative reactions among the 
low-class Negroes of Bahia. There were also 
some women who associated themselves with 
the Candomblé group but who could not ex- 
perience the socially induced dissociative 
“possession.” Interviews with these women 
usually demonstrated unusual anxiety or defi- 
nite stubbornness and hostility. 

The content of the Candomblé behavior, 
however, played a significant role in the 
thought and action of the female schizo- 
phrenic low-class patient. Some of the acute 
schizophrenic reactions, particularly, were 
characterized by the acting out of being pos- 
sessed by an African god or goddess as in the 
Candomblé. The clinical picture was defi- 
nitely schizophrenic and not simply hysterical 
and usually occurred as a reaction to a situa- 
tionally acute stress or deprivation. The 
major psychological goal achieved in the 
psychotic resolution seemed to be an identifi- 


cation with the omnipotent deity similar to 
the brief and transitory introjection and 
identification achieved by Candomblé par- 
ticipants during the possession dances. 

The Yoruban Candomblé groups, it seems 
certain, do not function in such a way as to 
allow for the institutionalization of psychotic 
behavior. The Caboclo and Macumba de- 
rivatives, however, seem to be composed of 
many more behaviorally deviant individuals 
and, indeed, as is evidenced elsewhere(16), 
may have a different psychodynamic organi- 
zation. 

Nevertheless, it is obvious that the people 
themselves do not make distinctions between 
acceptable and nonacceptable behavior by 
using definitions of psychopathology. As a 
matter of fact, a cross-cultural survey of the 
operational definition of behavior disorders 
is, in itself, a research problem in culture and 
personality study. Among the lower class 
Bahian, the presence of hallucinatory experi- 
ence would be accepted as a normally con- 
ceivable but not necessarily commonly ex- 
perienced happening. So, too, delusional 
speech, particularly of a religious nature, 
would not lead to a community definition of 
disordered behavior. On the other hand, un- 
controlled aggressive behavior would easily 
evoke the designation “malucco” and lead to 
commitment. 

The other side of the problem of the defi- 
nition of psychopathology in relation to its 
cultural setting concerns the anthropologist 
and psychiatrist who seek to study the be- 
havior disorders of other societies. One con- 
viction of the present investigator arising 
from a serious attempt at anthropological 
field work is that statements like “this society 
has practically no psychosis” are meaningless. 
Indeed, my own experience, though limited, 
has been that the assessment of the incidence 
of behavior disorder is a function of one’s 
case-finding techniques. These, in turn, de- 
pend upon the relatively long-term applica- 
tion of anthropological skills in knowing and 
describing the community. Moreover, only 
an experienced psychopathologist can hope 
to do an adequate assessment of the psycho- 
pathology of a community. Therefore, the 
psychiatrist must join the anthropologist in 
the field and develop the appropriate methods 
of study. 
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UTAH’S EXPERIENCE WITH THE NATIONAL DRAFT ACT 
FOR HOSPITALIZATION OF THE MENTALLY ILL? 


Cc. H. HARDIN BRANCH, M.D.,? Sactt Laxe City, Utan 


Three years ago, a group of Utah citizens 
began a study of their state laws relating 
to the care and hospitalization of the men- 
tally ill. This interest was, of course, in line 
with and stimulated by similar activities 
throughout the country. The Governors’ 
Conference in June, 1949, directed the Coun- 
cil of State Governments to study and re- 
port on the nationwide activities in that field, 
and other organizations throughout the 
country were making similar surveys. In 
Utah the Women’s Legislative Council as- 
sumed the major share of the responsibility 
for the study; and, largely as a result of 
their energetic and determined approach, the 
state laws dealing with the problems of the 
mentally ill were completely revised. The 
proposed revision was approved by the State 
Legislature in May, 1951. 

During this period the personnel in the 
department of psychiatry, College of Medi- 
cine, University of Utah, were in a very 
favorable position to participate in the study 
of the older law, the revision of that law, 
and the community education program that 
led to its acceptance by the Legislature. In 
the area of community education alone, mem- 
bers of the department of psychiatry aver- 
aged, for 18 months, more than 3 addresses 
per week to lay and professional groups. 
Further, since the teaching hospital of the 
College of Medicine was developing an ac- 
tive psychiatry service that maintained close 
liaison with the Utah State Hospital, mem- 
bers of the department had ample opportunity 
to observe the actual handling of mentally 
ill patients under the old and the new laws. 

Study of the previous law revealed that 
the deficiencies were so far-reaching that 
wholesale revision was indicated. Since the 
National Institute of Mental Health, the 
Public Health Service, and the Office of the 
General Council in the Federal Security 


1 Read at the 108th annual meeting of The Amer- 
ican Psychiatric Association, Atlantic City, N. J., 
May 12-16, 1952. 

2 Professor and Head, Department of Psychiatry, 
College of Medicine, University of Utah. 
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Agency had prepared in 1950 a “model law” 
entitled, “A Draft Act Governing Hospitali- 
zation of the Mentally Ill,” there was avail- 
able to us a statute that could be utilized with 
only minor changes. This was therefore, al- 
most word for word, the House bill that was 
made into law by the Utah Legislature one 
year ago. 

The “model law” had not been previously 
tested in its complete form, though the prin- 
ciples embodied in many of its sections were 
already in use in other states. It therefore 
seemed to us that our experiences with it, 
augmented by what knowledge we could 
acquire (obtained by means of a question- 
naire, which will be discussed below) of the 
reactions of various groups of persons 
throughout the state, might be worth re- 
porting to others interested in similar legis- 
lative changes. 

The previous Utah laws relating to the 
hospitalization of the mentally ill, were, in 
spite of their defects, comparatively pro- 
gressive. At a time (1949) when trial by 
jury as a commitment procedure was manda- 
tory in one state and optional in 25 states(1), 
Utah had no such medieval procedure. Com- 
mitment of the involuntary patient was ef- 
fected by an order issued by a district judge 
based on an examination of the patient by 
2 licensed physicians and such other “evi- 
dence” as seemed appropriate. The patient 
could be sent to the hospital either for a 
temporary observational period of 30 days or 
for an indefinite period. The presence of the 
patient at the hearing could be waived if 
the judge felt it to be inexpedient. Further- 
more, Utah provided for an emergency 
commitment procedure without court order 
and for voluntary admissions, though there 
were still states in this country whose laws 
did not contain these important provisions. 

On the other side of the picture, the most 
important defects of the law were: 

1. “Insanity,” rather than mental illness, 
was the basis on which all patients were ad- 
mitted to the hospital. Commitment of in- 
voluntary patients depended upon their being 


if 
is 
| 
ve 
; 
| 
| 
| 
| 
; 
he, 
| 
: 
4 
iA 
ae = 


1952] 


C. H. HARDIN BRANCH 


337 


certified as insane, and even voluntary pa- 
tients were labeled “cases of incipient in- 
sanity.” Only alcoholics and drug addicts 
were immune from the allegation of insanity 
specified or implied for all other mentally ill 
persons. 

2. Since “insanity” was not defined by 
the law, the concept of incompetence was 
used as being synonymous. It is obvious 
that since the attention of the judge, physi- 
cians, family, and patient was focused on this 
point, the whole procedure took on the color- 
ing of an accusation against which the. pa- 
tient was required to defend himself. Fur- 
ther, as Dunford(2) comments, “We have 
frequently had medical examiners refuse 
to pronounce a proposed patient insane, 
while at the same time they have explained to 
the Court that they found... [mental 
illness] . . . with insufficient degeneration 
. . . to bring the proposed patient within the 
medical concept of insanity. These unfor- 
tunates were then left without treatment 
pending the point ... where they might 


qualify for such treatment by being found 


insane.” 

3. There was economic discrimination 
against the voluntary patient in that he (or 
his family) was required to pay the full 
cost of his hospitalization while the involun- 
tary patient could, depending upon his eco- 
nomic status, pay this amount “or portion 
thereof.” The obvious result was that many 
who could have been persuaded to participate 
to some extent in the application for their 
hospitalization were discouraged by this very 
realistic financial barrier, and were eventually 
forced into being committed as involuntary 
patients. The families of patients were un- 
der the same pressure. 

4. As indicated above, there was a distinct 
criminal flavor to all the commitment pro- 
ceedings. The patient was “alleged to be 
insane” and the sheriff or constable was 
given a warrant for bringing the patient be- 
fore the judge, providing custody for him 
until the conclusion of the investigation, and 
transporting him to the hospital. In our ex- 
perience, the judges made every possible 
effort to ensure the dignity of the hearings 
and to protect the feelings of the patient and 
his family, but the legal framework did not 
allow them to eliminate altogether the puni- 
tive aspects of the situation. 


The new law provides specific corrections 
for some of these defects : 

1. “Insanity” has been discarded as a basis 
for the treatment and/or hospitalization of 
the mentally ill person. The word “insanity” 
is not used in the new law at all. In its place 
appears “mental illness” and a mentally ill 
individual is specifically defined as one “hav- 
ing a psychiatric or other disease which sub- 
stantially impairs his mental health.” For- 
tunately, no one has yet insisted that we de- 
fine “mental health,” but this elastic definition 
obviously lends itself to a medical rather than 
a legal handling of the problem. 

2. The economic barrier against the vol- 
untary patient has been specifically elimina- 
ted, and the determination of the pay status 
of the patient can thus be made after he 
has been admitted to the hospital. 

3. An attempt has been made to eliminate 
the criminal flavor formerly prominent in all 
commitment proceedings. Major improve- 
ments in this direction are as follows: 

(a.) The establishment of a nonjudicial 
commitment procedure in which the patient 
can be sent to the hospital on the application 
of a relative or friend and the certificate of 2 
physicians. (Under the law these physicians 
must be specially appointed “Designated Ex- 
aminers,” a matter that will be discussed 
later.) This is in accordance with the rec- 
ommendation of the Committee on Forensic 
Psychiatry of the Group for the Advance- 
ment of Psychiatry(3), and approaches the 
usual medical consultation procedure seen 
in any serious illness. 

(b.) Even in those cases that require a 
judicial commitment procedure, the judge 
is now authorized to conduct the hearing in 
an informal manner, to exclude all unneces- 
sary persons, and to provide a physical setting 
not deleterious to the mental health of the 
patient. In our own experience, the change 
has been remarkable. Naturally, the total 
number of judicial hearings has diminished 
since the nonjudicial method has been avail- 
able. In those remaining, the hearings for- 
merly open to the public and also attended 
by the voyeurs and sensation-seekers are 
now held behind locked doors. In most cases 
no law-enforcement officer is present. 

(c.) Whereas formerly the sheriff or 
constable was utilized to provide custody for 
the involuntary patient pending his hearing, 
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and transportation to the hospital once he 
had been found insane, under the new law 
the law-enforcement agencies are used only 
if the patient has been certified dangerous. 
The law specifically forbids the detention of 
such patients in jails or similar facilities, 
“except ... [in] ... extreme emergency,” 
and authorizes the transportation of the pa- 
tient to the hospital “with suitable medical 
or nursing attendants and by such means as 
may be suitable for his medical condition.” 
Practically, this means that the patients are 
taken to the hospital in the hospital’s station 
wagon instead of in the Black Maria or 
prowl car. 

In addition to these changes from the 
previous law, the new law provides additional 
procedures that may be mentioned briefly : 

1. Two forms of emergency commitment. 
—First, the medical certification, initiated by 
any person who states that the patient is 
likely to injure himself or others, backed 
by the certificate of any licensed physician 
stating that he concurs in this opinion, and 
certified by the head of the local board of 
health or the judge of the district court ; sec- 
ond, the full emergency procedure, initiated 
and carried into effect by any health or peace 
officer who feels that the patient is dangerous 
and must be immediately hospitalized. Both 
of these procedures require later review of 
the case by a judicial hearing. 

2. Modification of the discharge proce- 
dures.— The patient admitted to the hospital 
voluntarily may request his discharge and 
obtain it immediately unless the hospital 
superintendent initiates a judicial hearing 
and the patient is thereby committed to the 
hospital. Also, the patient committed to the 
hospital by any of the procedures named in 
the law may request his release (or a re- 
sponsible relative may request it for him) 
and obtain it or a review of his case by a 
judicial hearing or a special commissioner. 

3. Specific statement of patients’ rights. — 
While the old law contained the usual prohi- 
bitions against inhumane treatment of pa- 
tients, the new law is extremely specific re- 
garding the rights of patients to communicate 
by sealed mail and to exercise all civil rights 
unless they have been actually adjudicated 
incompetent. 

As previously mentioned, the medical ex- 


amination, which is the sole basis for the non- 
judicial commitment procedure, and which is 
essential to the judicial commitment pro- 
cedure, is performed by “Designated Ex- 
aminers.” It is obvious that ideally these per- 
sons should be qualified psychiatrists. It is 
equally obvious, as the authors of the Draft 
Act note in their own Commentary, that var- 
iations in the number of psychiatrists avail- 
able in a given state, or even in parts of a 
given state, may make such a criterion un- 
realistic. In Utah where there are only 13 
psychiatrists, and these are concentrated in 
3 cities, “Designated Examiners” in the out- 
lying areas are simply physicians appointed 
by the State Welfare Commission to serve in 
this capacity. We feel that accessibility 
is more important than formal psychiatric 
training. This compromise can, of course, 
be carried too far, as has already been done 
in the State of Idaho, where clinical psy- 
chologists can be “Designated Examiners” 
(4). A considerable segment of the popula- 
tion fears commitment of the involuntary 
patient unless there is judicial supervision. 
The physician may be able to assume this 
responsibility because of his traditional rela- 
tionship with his patient but the nonmedical 
person, however great his professional skill, 
lacks this traditional relationship. The alloca- 
tion ef such responsibilities to persons other 
than physicians jeopardizes the entire non- 
judicial commitment procedure and empha- 
sizes the all-too-common impression that 
mental illness differs in some way from 
other illnesses. 

These changes, from the old to the new 
law, were not effected without some opposi- 
tion. While there was never any organized 
attempt to block the passage of the new bill, 
many persons expressed some doubts as to 
the advantages to be gained from it. Some 
were obviously based on misunderstanding. 
For example, an attorney wrote, “My idea is 
is that a mentally ill person is insane. Am I 
right or wrong about this, and if so, what 
difference does it make?” Others apparently 
stemmed from a general reactionary attitude 
that the “old law is good enough; why 
bother ?” 

There were 3 specific objections, however, 
that could not be silenced in advance, since 
only experience with the new law could pro- 
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vide adequate answers. First, there was 
outspoken fear that the new law would lend 
itself to “railroading,” since the nonjudicial 
commitment procedure did not require a 
legal certification and the emergency pro- 
cedures could be initiated by almost anyone 
and carried forward with the barest mini- 
mum of legal certification. Second, there was 
some fear that the increased ease of admis- 
sion procedures would further overload the 
already hard-pressed hospital facilities. Third, 
it was pointed out that, since the law re- 
quired that a patient’s case could be reviewed 
on his application for discharge from the 
hospital, the district court nearest the hos- 
pital would probably be deluged by requests 
for judicial hearings. 

In view of these expressed objections, 
some effort was made, after the passage of 
the law, to inform interested persons of its 
provisions and to discuss it with professional 
and lay groups at every opportunity. Sum- 
maries of the law were prepared and sent to 
all members of the Utah State Medical 
Society, and a District Judge prepared a 
critique of the law for publication in the 
Utah Bar Bulletin(2). 

The people of the state, especially those 
who might be most concerned with the new 
law, had therefore had a fairly extensive 
public education program prior to May, 1951, 
and some additional information had been 
issued to the two major professional groups 
after the passage of the bill. 

In March, 1952, an attempt was made to 
correlate our experiences and those of the 
state hospital personnel with some estimate 
of the experiences and attitudes of persons 
throughout the state. A questionnaire was 
prepared and sent to 187 physicians, 55 pub- 
lic health nurses, 27 judges, 130 lawyers, 42 
‘members of the Women’s Legislative Coun- 
cil, and 140 law-enforcement officers—a total 
of 581 persons. The names were arranged 
by cities and towns. The first name in each 
community was used and, where there were 
a sufficient number, every fifth name there- 
after. The returns were somewhat disap- 
pointing: Only 41% of the physicians, 69% 
of the nurses, 52% of the judges, 42% of 
the lawyers, 67% of the council members, 
and 31% of the law-enforcement officers, an 
over-all average of 46%, were sufficiently 
interested to answer the questionnaire. 


The questionnaire itself contained yes-no 
and multiple-choice questions, with space for 
comments and suggestions. Care was taken 
to avoid loaded questions. Though some of 
the answers tabulated appear to have little 
meaning, others may be of some value and 
interest. 

The question, “Is a mentally ill person in- 
sane?’ was answered: Always 2%; Never 
6% ; Some are, some are not 89%; Don’t 
know 3%. But, “Should guardians be ap- 
pointed for all mentally ill persons?’ was 
answered: Yes 51%; No 49%. In the face 
of an apparent overwhelming awareness 
that “mental illness” and “insanity” are not 
synonymous terms, the uneasiness regarding 
guardianship must indicate that the ques- 
tion of competence still looms large in the 
general attitude toward all mental illness. 

A partial evaluation of this attitude was 
attempted by a multiple-choice question, 
“What do you think is the main cause of 
mental illness ?” The choices were as follows: 


Overwork 26% 

Poor home environment 44% 
Sinful living 15% 

Injury to the head 21% 
Heredity 54% 

Family and other troubles 74% 
Venereal disease 37% 
Vitamin deficiency 6% 


It would appear that, while many people are 


aware that “troubles” and “environment” 
contribute to mental illness, a considerable 
group is still inclined to associate mental ill- 
ness with misbehavior of one kind or another, 
as indicated by the figures for “sinful living” 
and “venereal disease.” 

In this comparatively sophisticated group, 
the persistence of these ideas is surprising, 
though Steneck(5), in a similar survey in 
metropolitan St. Louis, found that 3/5 of 
his respondents felt that mental illness was 
due to a lack of sufficient will power and 
3 attributed it to “punishment by God for a 
sin.” 

On the specific problem of the new law 
itself, the question, “Are you familiar with 
the recent changes in the laws of Utah re- 
lating to the hospitalization of the mentally 
ill?” was answered by “Yes” in 56% of 
of those responding. Since, as has been pre- 
viously mentioned, this was a selected group 
of persons who might be expected to have 
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some knowledge of the new law (the physi- 
cians and lawyers had, through their own 
professional organizations, received special 
orientation material), there may be some 
validity to one respondent’s comment that, 
“Ninety per cent of the people don’t know 
that the law has been changed, or what it 
is or was.” 

Those persons who claimed some knowl- 
edge that the law had been changed were 
then asked, “In your opinion, is the new Utah 
law, as compared to the old: The same? 
Don’t know. Better? Worse?” with the fur- 
ther request that they give reasons for or 
comments on their answers. Approximately 
86% felt that the new law was better than 
the old. Sample comments were: 


Physicians: “It makes nonjudicial commitments 
possible.” 

“Admission is more easily and rap- 
idly accomplished.” 

“More flexible and adaptable to situ- 
ations.” 

“Removes stigma of court commit- 
ments.” 

“Encourages early hospitalization.” 


Lawyers: 


Judge: 


A considerabie group, however (21% of 
the judges, 16% of the lawyers, 12% of the 
law-enforcement officers, and 4% of the 
physicians, an over-all average of 8% of the 
total group), felt that the new law was worse. 
As an additional check on criticisms, we in- 
cluded a question, “Regardless of the opinion 
stated above, what do you feel is the worst 
aspect of the new law?” One sour, but quite 
correct, answer was, “Its numerous typo- 
graphical errors.” The more universal com- 
ments included : 


“Some potential of danger from mis- 
use and abuse.” 

“Too damn easy to put a patient in 
the hospital.” 

“Person’s rights may be more easily 
disregarded.” 

“Opens gate for railroading.” 

“Definition of mentally ill individual 
is so broad as to constitute no 
proper yardstick.” 

“A person can be committed just be- 
cause his relatives want to get 
rid of him.” 

“Will overload existing facilities.” 

“Physicians, even psychiatrists, are 
not always either right or right- 
eous.” 

Chief of Police: “It makes the judge and jury out 

of the doctor.” 


Lawyers: 


Judges: 


Physicians : 


This fear of too hasty commitment is un- 
doubtedly reflected in the answers to another 
question, “Check which of the following 
procedures would be preferable: Commit- 
ment by jury, Commitment by a hearing 
before a judge, Commitment by a physician’s 
certificate.” Some persons checked more than 
one choice, but of the total number of 
answers, only 2% selected the commitment 
by jury. Interestingly enough, 2 physicians 
and 2 nurses selected this method. While 
63% of the total answers indicated approval 
of the commitment by physician’s certificate, 
there was a good deal of variation from one 
group to another. The judges(56% ) and law- 
yers(54%) preferred the judicial method, 
while the physicians(71%) strongly favored 
the method of commitment by physician’s 
certificate. The law-enforcement officers also 
preferred the nonjudicial method by 71% 
of their total response, perhaps because this 
method diminishes their responsibility for 
the custody and transportation of many of 
the patients handled by the judicial procedure. 

It thus appears that the persons who 
answered the questionnaire and who had 
some knowledge of the new law approved of 
its principles, with certain reservations and 
misgivings. 

In the experience of the members of the 
department of psychiatry and the staff of the 
Utah State Hospital, these misgivings have 
been largely unjustified. We have noted a 
very gratifying improvement in our relation- 
ships with patients and their families, now 
that the economic barriers to voluntary ad- 
missions have been removed and the com- 
mitment of the involuntary patient does not 
require his being designated “insane” and 
deprived of his civil rights. It is certainly 
much less traumatic to the patient and his 
family to have him examined (often in his. 
home) by 2 physicians and transported to 
the hospital in a station wagon than to have 
him subjected to the rigors of a court hear- 
ing, however well conducted. This is not 
meant to imply that the judicial commitment 
is unnecessary, however ; we have been greatly 
impressed by its value when there are war- 
ring factions in a family, and the presence 
of the judge is often helpful in convincing 
a family that they have a large share of 
responsibility for the patient’s welfare. 

Nor has the overloading of the psychiatric 
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facilities materialized as some of our respond- 
ents feared. A report from the Utah State 
Hospital comparing the types and numbers 
of admissions during the period July 1, 1950, 
to March 31, 1951, with the admissions dur- 
ing the same period in 1951-1952 appears in 
Table 1. 

The total admissions for the 2 periods are 
essentially equal ; though prior to the passage 
of the new law 66.5% were admitted by 
court order as compared to 20% admitted in 
this manner since the new law went into 
effect. We had expected a rise in the num- 


TABLE 1 


REPorT OF ADMISSIONS TO THE UTAH STATE HospPITAL For A NINE Montss’ Periop BerorE AND SINCE 
THE New LAw BecaMeE EFFECTIVE 


that the review by a judicial hearing, which 
was mandatory for emergency admissions, 
would result in an overloading of court cal- 
endars. The total drop in “court order” ad- 
missions would obviously indicate that there 
has been no general overloading. The dis- 
trict court nearest the state hospital carries 
the burden of the review of all emergency ad- 
missions. Even in this court, however, there 
has been a drop from 27 to 21 in the number 
of court hearings held during comparable 5- 
month periods before and after the passage 
of the new law. 


7/1/50 to 3/31/51 7/1/51 to 3/31/52 
“Regular Transfers y Regular Transfers 
admissions from emerg. Total admissions from emerg. Total 


31 284 2 
Standard nonjud. .... .. 
1988 618 815 
Total regular adms.... 289 90.0 be <a 
Trans. from emerg.... 17 05.3 17 05.3 
Disch. from emerg.... .. kas 14 04.3 
Total emerg. adms.... .. 31 09.6 
Grand total of com- 
pleted adms. ....... 306 


Grand total of admis- 


ber of voluntary admissions, which actually 
dropped slightly, and can conclude only that 
there is not yet sufficient general orientation 
to effect this change. The increase in emer- 
gency admissions from 31 to 85 is also sur- 
prising, but is at least partially accounted for 
by the fact that in some areas there are not 
yet sufficient “Designated Examiners” to 
make nonjudicial commitment easily avail- 
able. Under these circumstances the most 
efficient method of commitment is one of the 
emergency procedures. That this does not 
represent the “railroading” feared by some 
is indicated by the fact that the hospital 
authorities have found only 8 of the 85 
emergency admissions unsuitable for reten- 
tion in the hospital. This is actually lower 
than the “discharge from emergency” rate 
in the previous year, when it was found 
unnecessary to admit 14 of the 31 patients 
sent to the hospital. 

As previously noted, there was some fear 


No. % 


93 «29.0 87 268 2 89 627.4 
too 30.08 62 162 50.0 
66.5 52 16.0 13 sa 65 20.0 
95.6 239 73.7 316 97.5 
14 04.3 ae 8 024 8 024 
85 26.2 
316 97.5 
100% 324 100% 


Certain suggestions and recommendations 
for the improvement of the law seem to be 
justified by our rather brief experience with 
it. We have had some difficulty since the law 
provides no specific way by which a recal- 
citrant patient can be examined or brought 
under medical supervision unless he has been 
certified to be “dangerous.” Even under the 
judicial procedure, the court may “order 
.... [the patient] .... to submit to 
such examination” but has no specified way 
of implementing this order. Dunford(2) 
calls this “the most important criticism of 
.... the act,” and the overuse of the 
“emergency” procedures may be due, in part, 
to the fact that these procedures are quite - 
clear-cut, though the authorities may have 
to stretch a point in order to certify the pa- 
tient as “dangerous.” Even after the non- 
dangerous patient has been committed by 
court order, his transportation to the hos- 
pital is simply “arranged for” by the local 
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health authority with no definite statement 
as to the powers, responsibilities, and author- 
ity of the “suitable medical or nursing at- 
tendants” who make the actual contact with 
the patient. 

This is a knotty problem since it clearly 
involves encroachment on the personal liberty 
of a person who has not been deprived legally 
of his civil rights. There would appear to 
be a good deal of precedent in the protective 
responsibility the. physician assumes for a 
patient. Certainly a physician who did not 
at once restrict the physical movements of a 
delirious patient would be justifiably sub- 
ject to criticism. The most worth-while sug- 
gested solution that has come to our attention 
is that made by the Forensic Committee of 
the Group for the Advancement of Psy- 
chiatry, viz., that state hospital or clinic per- 
sonnel might be deputized or delegated for 
this specific purpose(3). 

One other major addition to the law may 
be advisable: The establishment of some 
sort of mandatory review of all admissions 
and investigation of all complaints by a pro- 
fessional authority outside the hospital. The 
superintendent of the hospital and his staff 
carry the entire responsibility for determin- 
ing when a patient is suitable for discharge, 
and this duty is often made extremely dif- 
ficult by the unreasonable demands of well- 
meaning but uninformed persons. A regu- 
larly constituted professional advisory board 
(of the type recommended in a recent ex- 
cellent critique of the Draft Act(6)) might 
dilute the responsibility for such decisions 
and at the same time reassure the public. 


SUMMARY 


1. The experience of a year with the Fed- 
eral Security Agency Draft Act incorporated 
into the State Law of Utah in May, 1951, 
indicates that this “model law” has distinct 
advantages and, in general, has proved itself 
to be efficient and workable. 

2. Two major and rather important re- 
visions of the law are indicated : 

(a). Provision for some form of legally 
authorized medical personnel to handle the 
patient who is not dangerous, but is merely 
uncooperative, lacking in insight, stubborn, 
or recalcitrant. These persons would have 
authority to assist in the examination of such 


patients and to transport them to the hospital 
as directed by the appropriate commitment 
procedure. 

(b). A regularly constituted medical 
authority to review the admissions to the 
hospital and investigate complaints, thus 
piotecting the superintendent and his staff 
from the often unjust criticism directed at 
them and protecting the patients from those 
rare situations in which there is grossly in- 
adequate care and observation. 
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DISCUSSION 


Currton T. Perkins, M.D. (Baltimore, Mary- 
land.)—Dr. Branch has given us a truly objective 
look at a year of experience with the first attempt 
of a state to utilize, almost in toto, the “model law” 
suggested by the Federal Security Agency through 
its National Institute of Mental Health. It might 
be well to note again, for emphasis, that Utah’s 
laws concerning the mentally ill a year ago were 
not archaic or obsolete; that they were generally 
workable; and that they embodied principles that are 
common denominators with statutes in many pro- 
gressive states. But Utah, wishing to lay more 
emphasis on medical procedures for sick people, 
chose to cast off its former “good laws” for what 
it believes will prove to be “better laws.” 

Certainly the minimizing of “economic discrim- 
ination” against voluntary patients as formerly 
practiced in Utah, and the more informal judicial 
procedures now utilized, are accomplishments that, 
in themselves, would seem to justify the new laws. 
The real big possible danger—‘“railroading,” if 
there is such a word or act—will show its ugly 
head in direct proportion to public understanding of 
what constitutes mental illness and the high-minded 
purpose of the individual physicians who participate 
in the commitment procedures. 

To me, the most important feature in this whole 
presentation is not found in any single paragraph 
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or statement, nor is .t to be found alone in the re- 
markable survey of thoughtful people that is re- 
ported. It is threaded throughout the entire paper. 
It constitutes an improved public understanding 
of mental illness—an improved public attitude to- 
ward the mentally ill. And where that understand- 
ing and that attitude are right, as they seem to be 
in Utah, we can look forward to good and progres- 
sive steps being taken for the mentally ill. Such 
understanding and attitudes come only from long, 
tedious, and too often from seemingly unrewarding 
efforts at public education. In Utah that process 
of education and public information appears to have 
started well in advance of the promulgation of the 
new statutes—which, I suspect, is a major reason 
why they have run into so little opposition and why 
the law has been so successful in its first year of 
operation. 

I would like to emphasize one other point that 
has to do with psychiatric education and that, at 
least obliquely, may be related to the subject of 
Dr. Branch’s paper. As an administrator of public 
medical services (and the care of the mentally ill 
anywhere in this country falls generally into that 
category) I feel very strongly that administration 
is a very important therapeutic agent—or at least 


it should be. And that means the administration 
of laws, and the changing of laws. Dr. Branch has 
mentioned how changes in laws seem to have im- 
proved the total medical concept of mental illness 
in Utah. Because of the very nature of many forms 
and degrees of mental illness, it is probable that 
for a good many years to come the mentally ill will 
have to be surrounded with more protective laws 
than those ill persons who have only the more ob- 
vious physical handicaps. It seems appropriate to 
suggest that formal education in psychiatry, at 
both the undergraduate and the graduate level, in- 
clude a more thorough indoctrination and under- 
standing of the newer medico-administrative and 
medicolegal procedures. It would afford the best 
guarantee that the next generation of doctors, 
through better understanding of the importance of 
both legal and medical implications, would not abuse 
or handle lightly the important laws relating to 
sick people. 

Finally, I would like to suggest that the Na- 
tional Institute of Mental Health or some other 
appropriate agency be given authority to cause 
reprints of this paper to be placed in the hands of 
those responsible for administering similar services 
in the various states and territories. 
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USING LEISURE TIME AGENCIES TO TREAT THE PROBLEMS 
CONFRONTING ADOLESCENTS * 


ALEXANDER REID MARTIN, M.D.,? New York, N. Y. 


Boys’ clubs, settlements, neighborhood 
houses, and playgrounds, which attract so 
many adolescents in their after-school hours, 
present the psychiatrist with an ideal setting 
for a natural history study of family life and 
for observing youth’s daily struggle with the 
total environment. There is no other setting 
in our culture where adolescents and their 
families go and come as they please, where 
the door always remains open and no super- 
imposed artificial pattern prevails such as ob- 
tains for the school situation. Because the 
free and easy come-and-go within the leisure- 
time agency comes closest to a natural habitat, 
a sensitized observer has a marvelous oppor- 
tunity to discern the intrafamilial and extra- 
familial formative relationships. Thousands 
of youths in metropolitan areas throughout 
the country have more sustained contact with 
the personnel of leisure-time agencies than 
they have with their own parents, and at a 
time of life when such contact has a par- 
ticularly high formative value. 

Psychiatry and psychoanalysis have moved 
into the home and also, to a lesser extent, 
into the schools, but the great leisure-time 
field has been seriously overlooked. From 
the intensive study of man under neurotic 
and psychotic stress, psychiatry and psycho- 
analysis have gained significant insights into 
the dynamics of human behavior and motiva- 
tion and particularly into the formative sig- 
nificance of interpersonal relationships. We 
have thus an indispensable contribution to 
make to the training of leisure-time and rec- 
reation personnel for which our services con- 
stantly are being sought. But few psychi- 
atrists have had any experience in the 
community and so, before we can fulfill this 
particular teaching function, psychiatry must 
descend from its clinical ivory tower, and 
through down-to-earth experience with the 
everyday problems of everyday individuals 


1 Read in the section on Child Psychiatry at the 
108th annual meeting of The American Psychiatric 
Association, Atlantic City, N. J., May 12-16, 1952. 

2 Chairman, Committee on Leisure Time Activity 
of the American Psychiatric Association. 
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acquire a language and an approach that is 
acceptable to the personnel of such agencies. 

I have had the good fortune of working 
in the boys’ clubs of the Children’s Aid So- 
ciety of New York City for over 15 years. 
Functioning as a program advisor, I attended 
the clubs’ playgrounds regularly and spent 
several hours a week with children and staff. 
All this experience came to me after I1 years 
in psychiatry, and 2 years in psychoanalysis. 
I regard such experience of the greatest 
value to the practicing psychiatrist and psy- 
choanalyst, and when it comes to health- 
promotion psychiatry (mental hygiene), such 
experience proves indispensable. 

Leisure-time agencies primarily aim to 
promote the health of all club members. 
Therapeutic clinics, comparable to mental- 
hygiene clinics, which focus upon individual 
“cases,” have no place within a boys’ club or 
settlement house. The procedures adopted 
by such would carry implications to the mem- 
bers and the community that would alter 
the whole meaning and function of the 
agency. Leisure-time agencies are also in- 
terested in promoting the healthy growth of 
the whole being. Medicine has made great 
strides in determining what is physically es- 
sential for healthy growth and what is phy- 
sically harmful. However, there are also 
interpersonal elements essential and inter- 
personal elements harmful to growth, and 
yet little has been done to define, describe, 
and translate in terms of everyday living 
just what these essential and harmful inter- 
personal elements may be. 

This particular psychiatric approach then 
has as its fundamental objective the inservice 
training of leisure-time personnel, to create 
a health-promoting “climate” in the agency 
that will affect al! boys and girls. Emphasis 
throughout is placed upon the cultural and 
interpersonal factors that determine char- 
acter, rather than intrapersonal instinctive 
factors. Greatest emphasis is placed upon 
the extrafamilial factors. This refers to the 
“figurative parents” that make up the per- 
sonnel of the agency. By becoming aware 
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of their own attitudes and by providing those 
that are essential and eradicating those that 
are harmful, personnel can have an influence 
upon children equal to that of parents. Due 
consideration is given to the tremendous im- 
portance of the intrafamilial factors. How- 
ever, it must be strongly emphasized that 
the prevailing tendency to believe that parents 
are 100% responsible for the character for- 
mation of their children has not only de- 
moralized parents, but has also insidiously 
and profoundly demoralized the agency staff. 
Given a poor home with maladjusted parents 
who are completely inaccessible, and uname- 
nable, there is a tendency for personnel to 
throw up their hands and say, “There is 
nothing the club can do for those kids.” In 
so doing, they deny their potentialities and 
their work therefore with children can have 
no meaning. 


GENERAL PRINCIPLES IN THE SENSITIZA- 
TION OF LEISURE-TIME PERSONNEL 


The “climate” of the agency depends upon 
the personnel. Relieving anxiety and pro- 
moting morale of the staff become our first 
consideration. The first step to improve staff 
morale is to develop in them a sense of their 
value and an awareness of the tremendous 
potentialities of their everyday relationships 
with children. The second step is to give 
them a clear concept of their function. We 
should try to define and redefine function in 
relation to everyday, formative relationships. 
In my experience, the best work is done when 
staff are able to conceive their function as 
that of protecting young people from ex- 
tremes. The implications and significance 
of this definition of function—to protect 
young people from extremes—will become 
clearer as I proceed. The third step to pro- 
mote morale is to give staff a comprehensible 
philosophy that enriches the meaning and 
value of their everyday work. 

A philosophy that we found conducive 
to high personnel morale and an invigorating 
“climate” has the following constituents: 
Holism, Humanism, Homer, Humor, Hu- 
mility. This came to be known as the 5-H 
Formula. 

Holism supports the belief that, in all 
action and reaction, movement of the whole 
being precedes movement of any individual 


part. This assures an approach to the indi- 
vidual and to the group as a whole—and con- 
cern for total development. The concept of 
integration, so helpful in our understanding 
of personality, should be extended to the 
social body. Just as the heart is a unique but 
integral part of the human body, so every 
youth should be seen as a unique but integral 
part of the social body. No one item of be- 
havior, no symptom, and no individual can 
be isolated and singled out for concern, but 
his whole context of living and the constella- 
tion of his various relationships, intrafamilial 
and extrafamilial, must be kept in focus. 
Humanism implies an acceptance of the 
universality of human nature, and a respect 
for our beginnings, backgrounds, and founda- 
tions. Also, a realization of the past in the 
present and the present in the past, in accord- 
ance with the motto, “The more it changes, 
the more it remains the same.” Humanism 
affirms that Bastian’s law—ontogeny repeats 
phylogeny—holds not only for structural, but 
for all phases of human growth. It develops 
along with interest and training in the hu- 
manities and arts. It restores our ability to 
use creatively our leisure time, which has 
suffered greatly from a pernicious disease 


‘of the social body called technocracy. 


This is a deficiency disease, due to an un- 
balanced educational diet that has overempha- 
sized the technical sciences and has neglected 
the humanities and liberal arts. 

Homer is a reminder that, in the evolution 
of language, poetry came before prose—that 
children first think metaphorically and not 
literally—that to the young club member, 
for example, the club doorkeeper symbolizes 
all the doorkeepers in song and story rolled 
into one, including St. Peter. We should ap- 
preciate the universal themes that express 
themselves in human nature and recognize 
the poetic in everyday situations and inci- 
dents, as for instance—the profound poetic 
implications of a brother-keeper relationship. 
We should think figuratively about children 
and take much of what they say figuratively, 
as well as literally. When, for instance, one 
adolescent constantly complains that he is 
locked out of the games room, and another 
always wishes it wasn’t so cold in the club, 
they may be talking more about their inter- 
personal world than their physical world. 

Humor gives us the ability to laugh at 
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the juxtaposition of opposites in ourselves 
and to recognize and accept, but not condone, 
our inconsistencies and contradictions. The 
ability to admit these inner conflicts assures 
our superiority over them and lessens our 
tendency to overreact to the idiosyncracies 
of others. 

Humility ensures an acceptance of human 
frailties, contradictions, and limitations and 
a healthy, warm affection for the early grop- 
ing, fumbling beginning stages of social de- 
velopment. It helps to preclude making 
implicit and explicit excessive demands upon 
ourselves and others and the setting up of 
excessive expectations. It increases the ca- 
pacity to love the child in oneself and is part 
of the humanistic approach. 

Along with the above general principles, 
there are 10 specific guiding principles that 
are effective in this inservice training. 

1. In growing up, the following interper- 
sonal conditions present challenges or prob- 
lems to the young individual: (a) a defi- 
ciency in those human attitudes helpful to 
growth and/or (b) the presence of human 
attitudes harmful to growth. 

2. All adolescents have such problems. 
Since we are human, there can be no ideal 
family, no ideal leisure-time agency, no ideal 
“home from home” but only the striving for 
such. Because of the anxieties of present- 
day living, adult attitudes present youth with 
challenges and problems. Challenge is per- 
haps a preferable word to problem and per- 
haps the term problem should only apply to 
extreme challenges. There may be consider- 
able disagreement as to the kind of adult at- 
titudes that represent challenges and prob- 
lems. The late James Plant posed the ques- 
tion, what are the 18 or 20 problems that 
are common to the children of our culture? 
We can say that overprotection, rejection, ex- 
ploitation, deprivation, male preference, er- 
ratic discipline, inconsistency, unpredict- 
ability, conflicting and diverse standards, and 
broken homes are parental attitudes or pat- 
terns that can be detrimental to healthy 
growth. We cannot take these challenges 
or problems from our children, nor would 
we want to, because, in adapting to them, 
children develop their various personalities, 
temperaments, and dispositions. We can, 
however, limit and reduce their intensity. 

3. There is a universality about such chal- 


lenges. That is, they differ in degree and not 
in kind, as we pass from one family to an- 
other, from one economic level to another, 
from one racial group to another. 

4. Children show an amazing degree of 
adaptability in their experimental efforts to 
cope with these various interpersonal atti- 
tudes. 

5. All children will naturally grow straight 
unless something in their interpersonal con- 
tacts makes them grow crooked. When that 
something is removed, they will grow straight 


n. 

6. It is not the challenge nor the problem 
per se, but its intensity that leads to and 
necessitates extreme deviation. 

7. The adolescent is the sensitive indicator 
of the presence of an extreme problem. Anti- 
social, deviated behavior—unusual behavior 
either of a positive or a negative nature—are 
symptoms, indications, signals that some ex- 
treme challenge confronts him. 

8. All behavior is purposeful. Much of 
a youth’s behavior represents his often- 
conflicting conscious and unconscious at- 
tempts to resolve such problems and chal- 
lenges so that healthy growth can proceed. 
Personnel frequently confuse what could be 
called the primary problems, as mentioned 
above, and secondary problems. Secondary 
problems are those problems created by the 
youth’s behavior, for example, truancy, de- 
linquency, overaggressiveness, extreme shy- 
ness, etc. These are some of the common de- 
viations resorted to in youth’s experimental 
attempts to deal with extreme primary prob- 
lems. 

9. Diagnosis of problems should precede 
diagnosis of the adolescent. This point of 
view effects a great change in the whole 
attitude of the agency. It shifts the focus of 
attention from the adolescent and obviates 
all finger-pointing, comparisons, and singling 
out of individuals. It surely is obvious that 
a basic orientation around the problems of 
adolescents is preferable to that of an orien- 
tation around problem adolescents. Person- 
nel qualifications should be evaluated not in 
terms of understanding youth but in terms 
of understanding the problems of youth. 

A basic requirement of personnel in a 
leisure-time agency would be to acquire some 
awareness of the problems of youth. As men- 
tioned above, these are universal and only 
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differ in degree, and not in kind, for each in- 
dividual ; but by studying their manifestations 
in everyday work and contacts, the personnel 
will become sensitized to their existence and 
their local prevalence and intensity. Psychi- 
atry and psychoanalysis have shown us the 
extent to which blind and insensitive indi- 
viduals (albeit with good intentions) can 
unwittingly and inadvertently aggravate and 
perpetuate not only these problems per se but 
many of youth’s unhealthy attempts at solu- 
tion. Sensitization of staff to the problems 
that confront all children will enable them to 
follow the final guiding principle and ensure 
protection of young people from extremes. 

10. Avoid the unwitting, inadvertent, or 
unconscious perpetuation of (a) the prob- 
lems of these young people and (b) their un- 
healthy attempts at solution. 

The whole idea of unconscious and inad- 
vertent perpetuation introduces a new and 
significant dynamic concept. It helps to di- 
rect our attention to what we are doing un- 
consciously (habitually, “without thinking” ) 
in our immediate contacts. Also, the extent 
to which we unknowingly complement one 
another’s behavior patterns and the unhealthy 
nature of many complementary relationships 
(for example, the possessive parent and the 
dependent child). There has been an over- 
concern with genetic causes—and overempha- 
sis upon what initiates the intense problems 
and challenges of youth—and not enough 
emphasis on what keeps these problems alive. 

The following is a helpful train of thought. 
The parents of the growing child do initiate 
problems because of their unfavorable anx- 
iety-driven attitudes. If these are not too 
severe, the child’s natural adaptability will 
find a way of overcoming the unfavorable 
climate without serious deviation, so that its 
natural growth and self-expression can pro- 
ceed. However, during preadolescence and 
adolescence, when the child begins to leave 
the home more frequently, a blind and in- 
sensitive culture can intensify and aggravate 
unconsciously and even consciously the prob- 
lems that originated in the home and the un- 
healthy attempts at solution. Then, as the 
final step in the whole process, the individual 
begins unconsciously to perpetuate his own 
difficulties and his own unhealthy solutions. 

Therefore, to our list of causes, genetic 
causes, contributing causes, precipitating 


causes, we must now add perpetuating causes. 
When a staff worker asks, “What should I 
do with this child, or with this group?” we 
have to say, “Let us try, first of all, to find 
out what you are doing, because, obviously, 
what you plan to do today or tomorrow is 
predicated on what you are doing right here 
and now.” 

We have made great contributions toward 
helping individuals recognize how they are 
unconsciously their own worst enemy—how 
they set up their own obstacles to growth— 
and unconsciously perpetuate their own dif- 
ficulties. Now we must help individuals to 
realize how and when they are unconsciously 
perpetuating the problems of others that 
consciously they strive to remove. 


METHODS OF SENSITIZING STAFF 


The fundamental principle here is to re- 
mind personnel rather than to inform them. 
Many are completely unaware of the valuable 
knowledge they have accumulated over the 
years about significant interpersonal patterns 
and formative relationships. Sensitization 
aims to awaken what exists but remains un- 
conscious and is best expressed by the phrase, 
“He who knows and knows not he knows, he 
is asleep—wake him.” The activation of 
this latent knowledge has the most amazing 
effect upon the morale of personnel. 

Staff are encouraged to define and describe 
the attitudes favorable and unfavorable to 
human growth. All will agree that “‘perfect 
love casteth out all fear” and that love and 
affection are the essential ingredients of a 
healthy climate, but in everyday work it is 
essential to translate these abstracts into 
what you should actually do or give, in the 
everyday relationships. It is much easier to 
say what is not love than to say what is 
love. But, more significant still, great self- 
deception arises in this regard since many 
attitudes are mistaken for love and affection 
that turn out to be the exact opposite. I have 
in mind here overprotection, possessive love, 
and exploitation of the individual. Staff are 
not only deceived by such attitudes, but at 
first they glorify and defend them as virtues. 

Personnel are led to extend their interest 
beyond the individual, to focus their atten- 
tion-not so much upon what is going on in- 
side the individual but what is going on be- 
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tween individuals. Where previously there 
had been concern for the anatomy and physi- 
ology (structure and function) of the human 
body, there is now concern for the anatomy 
and physiology (structure and function) of 
the social body, along with the encouragement 
to see the individual as a unique but integral 
part of the social body. The constellation of 
the social body, the family pattern, the club 
family pattern becomes important. Positive 
and negative trends and attitudes within the 
social body become the field of consideration 
and always the observer is helped to see him- 
self as a functional (e.g., complementary and 
perpetuating) part of what he is observing. 

Staff are encouraged to examine their own 
childhood and adolescence and compare the 
various problems that confronted them. 
From this and their daily experience in the 
agency, there comes a keener awareness that 
the uniqueness of the problems confronting 
growing individuals stems from a difference 
of degree, from a unique arrangement and 
blending of common human attitudes. Sensi- 
tization to these common denominators in 
our lives that make us all akin assists free- 
dom of expression and ventilation of individ- 
ual problems, and converts discussions and 
conferences into true democratic processes. 

-There is a need to support this program of 
staff sensitization with something of a prac- 
tical, technical nature. Given the orientation 
indicated above, staff are able to make many 
pertinent, significant observations about ado- 
lescents and their problems in the course of 
their work in the playground, games room, 
gymnasium. However, to this sensitized ob- 
servation should be added an interview with 
individual children. The purpose of this in- 
terview must be fully grasped. Jt is not car- 
ried out to help diagnose the adolescent but 
to help diagnose the problems to which the 
adolescent may be exposed. 

Leisure-time agencies should take regular 
and frequent samples of the culture they 
serve, in order to keep aware of its favor- 
able and unfavorable ingredients. Since chil- 
dren are sensitive indicators, examinations 
of different club members will yield valuable 
cultural samples for analysis. As with any 
examination, we must adapt our instrument 
to the sensitivity of what we are examining. 

In our program, we have been using a spe- 
cial indirect questionnaire. Years ago, Dr. 


Adolf Meyer believed that the indirect ques- 
tionnaire was one of the most effective means 
for eliciting reliable information about inter- 
personal relationships. This present question- 
naire, which is an improvement on the one 
first reported in 1939 * required great care in 
preparation. Acceptability of the interview 
to the everyday club members had to be as- 
sured. We made certain that the words, 
phrases, and the form of the questions were 
typical of the language of the club area. The 
questions were identical with those that we 
had heard children ask of each other. Ac- 
ceptability was further assured when the 
young people knew that everyone was to 
have an interview and that the material 
elicited was to be used to improve the policies 
and program of the club, so that everyone 
would get more satisfaction from participa- 
tion. One great proof of the acceptability 
of the interview to the members and the com- 
munity has been the fact that, although over 
3,500 children have been questioned, their 
relatives have never complained or objected 
or become suspicious or apprehensive. This 
is of particular significance when we re- 
member that these less privileged areas, more 
than any others, are constantly under the 
eyes of the law and the families therein have 
every reason to be suspicious, apprehensive, 
defensive, and to resent inquiries of any kind. 

The role of the interviewer is that of pro- 
gram advisor and not psychiatrist. The inter- 
view takes place in a place chosen by or ac- 
ceptable to the club member, i.e., a workshop, 
games room, temporarily vacated, which has 
pleasant associations. Children are selected 
at random. No one adolescent is singled out 
because he presents some unusual deviation. 
In the general sampling taken, some deviated 
individuals may be included, but this is in no 
way the purpose of our questioning. 

This brief interview has proved to be a 
reliable means of determining certain pre- 
dominant parental attitudes and intrafamilial 
problems confronting each individual. In 
most instances, the youngsters’ comments 
indirectly revealed significant parental atti- 
tudes that had been completely overlooked. 
The picture of intrafamilial relationships that 
was constructed from the youngsters’ an- 


8 Martin, A. R. Psychiatry in the boys’ club. Am. 
J. Orthopsychiat., 9: 123, Jan. 1939. 
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swers was very often in striking contrast to 
the picture of the family life that the staff had 
formed from their contacts. After the staff 
had been sensitized by the interview, many 
family situations that had formerly been ac- 
cepted as healthy were recognized to be quite 
unhealthy and found closely to conform to 
the interview picture. Thus, our work dem- 
onstrated the great extent of our misinforma- 
tion and real ignorance as to each individual’s 
personal world, because so many of us, ir- 
respective of experience, had subjective, emo- 
tional “blind spots” for certain significant 
parental attitudes until the interview brought 
them to our attention. This sensitization was 
usually signalized by a statement from staff 
such as “Now that you mention it, Doctor, 
I can see what the boy has been up against.” 

As we became more expert in diagnosing 
the youngsters’ problems from the interview, 
we found that we were more inclined to err 
on the side of not attaching enough signifi- 
cance to what was said. Much more valid 
data were gained from a boy’s response to 
indirect nonleading informal questions than 
from his mood and behavior during the in- 
terview. Much of a boy’s behavior repre- 
sented his attempts to deal with the intra- 
familial problems that we sought to uncover, 
and we were primarily interested in diag- 
nosing each boy’s problem and not in di- 
agnosing the boy. 

The wealth of material provided an ex- 
cellent opportunity for an extensive compara- 
tive analysis. This served clearly to reveal 
similarities and differences in the parental 
attitudes confronting adolescents and brought 
many problems to light that otherwise would 
have passed unnoticed. 

The universal occurrence and the similarity 
of intrafamilial problems was borne out by 
every interview. From my experience in 
New York City, with the American Negro, 
West Indian Negro, Irish, Czechoslovak, 
and Southern Italian groups, I was always 
aware of quantitative and not qualitative vari- 
ations. In Harlem, for instance, overpro- 
tection of the young male child is relatively 
rare, whereas in the Southern Italian section 
this is the rule. Similarly, preference for a 
male child is less marked in the metropolitan 


American Negro than in other metropolitan 
racial groups.* 

Familiarity with these fundamental and 
universal problems enabled us quickly to 
recognize their familial and racial variations 
and intensities. Furthermore, it seemed clear 
that a boy’s behavior was more directly re- 
lated to the intensity of his problem than to 
its nature and much of his behavior repre- 
sented the various strategies and maneuvers 
that he had found, in the course of his con- 
scious and unconscious experimenting, would 
bring him the greatest relief or the best 
solution. Urgent, intense problems made the 
boy more compulsive and indiscriminate in 
his choice of solution and invariably produced 
extreme behavior. Even in those instances 
where parental attitudes were very severe 
and were obviously having a marked effect 
upon behavior, the boy showed no awareness 
of what was really troubling him. No boy 
at any time verbalized his intrafamilial dif- 
ficulties or his basic problems. These were 
all revealed indirectly during the interview 
and subsequently confirmed. 

I discuss these interviews with staff indi- 
vidually and collectively. Each conference 
can be seen as a kind of dissection procedure 
during which we endeavor by the study of 
the interrelations in one social body to learn 
something about social bodies in general. 

Special thought was given to 4 major prob- 
lems that we found were the most prevalent 
harmful parental attitudes throughout the 
metropolitan area. This classification was 
purely arbitrary, and represented an initial 
attempt to diagnose common conditions of 
living. The 4 commonest parental attitudes 
were rejection, deprivation, overprotection, 
and exploitation. Staff became especially 
sensitized to and conversant with manifesta- 
tions'of these problems in the lives of young 
people. Particular care was taken insofar as 
possible in the club family, in the home from 
home, that there would not be in the policies 
and programs and the interpersonal relation- 
ships the perpetuation of any of these atti- 
tudes. 

As the staff acquire by these various means 
a greater awareness of the problems in their 

4 Martin, A. R. Study of parental attitudes and 
their influence upon personality development. Edu- 
cation, 63 : 596, June 1943. 
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own lives, and the problems in the lives of 
children, they become better equipped to 
carry out their greatest function, that of pro- 
tecting children from extremes. Only by con- 
stantly thinking and working in terms of 
these everyday problems that confront all of 
us can staff be more and more certain that 
they are not unconsciously perpetuating the 
unfavorable attitudes and relationships which, 
not by their existence, but by their intensity 
alone, can bring about serious deviations in 
the growth of the individual. 


OUTLINE TO BE FOLLOWED IN THE INTER- 
VIEW WITH CLUB MEMBERS 


At the outset it is impoztant to know what 
you are setting out to discover from each 
boy or girl. You start with the assumption 
that all children have challenges or problems 
and the important thing is to find out those 
that confront each interviewed youngster in 
his everyday relationships. He does not verb- 
alize his challenges or problems nor does he 
ever think in these terms. Some problems 
will be more marked than others; they will 
overlap but it is possible to get some vague 
idea of the important attitudes that confront 
each individual in his growing up that affect 
total growth. 


1. The youngster should be made to feel abso- 
lutely at ease. This is an informal conversation. 
Keep the same questions in the same order. They 
have to do with the everyday life of the youngster 
in and around the Club and with his companions. 
At the outset you should not address any questions 
to the youngsters. When I interviewed I first of all 
told them who I was, I indicated the chair where 
they were going to sit down and then I would point 
to my chair and say “I’m going to sit down here,” 
then I would say “I have been coming here a long 
time and I’m sure I know a great many of your 
friends. I am helping Mr. K or Mr. L to improve 
the program, to bring more things here to the Club 
and add more things to the program so that all of 
you people will have more fun and get more satis- 
faction here,” the principle being that in all first con- 
tacts something should flow from you to the individ- 
ual. Every question after all is a demand regardless 
of the friendliness of that question and regardless 
of how pleasant the topic may be. 

2. Everything that boys or girls say to you has 
value. Many are speaking figuratively. Certainly 
take them literally but consider what the possible 
figurative implication may be of what they say. For 
instance, when a youngster keeps complaining about 
some of the doors being locked in the Club it may be 
that he is telling you that he always feels locked 


out, that he always feels excluded, that he is hungry 
to be on the inside, that he really lives in a cold 
world. 

3. Avoid leading questions. There is no need to 
wait to get an answer to each question. Go right 
on to the next one. Always get the youngster’s first 
remarks because whatever is uppermost in his mind 
wili come out first and must be there for some 
reason. 


The following are the questions I have 
asked over 3,000 boys and girls. In the first 
year I was perfecting this whole procedure, 
eliminating those questions that did not seem 
to elicit much of importance, and retaining 
those that seemed to be particularly revealing. 


QUESTIONS TO BE ASKED ONLY AFTER THE 
INTERVIEWER Has INTRopUCED HIMSELF 


Do you belong to this Club? 

How long have you belonged? 

Are you glad you joined? 

Why did you join the Club? 

What other reasons for joining? (This question 
should be exhausted. I have always asked “What 
other reasons?” until the child has told me prac- 
tically every reason that he could think of.) 

What does your mother want you to do here at 
the Club? 

What does your father want you to do here? 


(At this point I ask the child his name, ad- 
dress, and school grade.) 


Do you know many boys at the Club? (If it is a 
girl you ask first of all, “Do you know any girls?”’) 

Do you know any girls? 

Have you plenty of friends here at the Club? 

How often do you come? 

What is the first room you go to? 

What other room? 

What other room? (Here again this question is 
exhausted. ) 


(Note there are no leading questions up to 
this point.) 


Here you can ask specifically if some room 
has been omitted. For instance,—Do you go 
to the gymnasium? Do you go to the Art 
room ?, etc. Or, Do you go upstairs? 


Do you play outdoors? 

What do you do outdoors? 

Do you play any ball game? 

What do you like to play best in the whole Club? 
Are you on a team? 

Would you like to be on a team? 

Are you a good boxer? 

Are you a good runner? 
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(The above questions pertain to boys. 
Regarding girls you say—Do you like to sew ? 
Are you a good sewer? 


Are you a fast runner? 

Is there anything you want to learn here at the 
Club? 

Is there anything you want to practice at the 
Club? 


The important thing is that you are in- 
formal and conversational. Anything the 
child says spontaneously is extremely valu- 
able. I have found it advisable to write every- 
thing that is said in their own words and 
explain that I do so because then I can re- 
member them when I read it later. 


Do you like school ? 

Well, I mean do you really like it or just half and 
half? 

What do you like best at school? 

What else do you like? 

What is hardest for you? 

Some of these days you’re going to grow up and 
leave school. What would you like to be when you 
grow up? (Sometimes to this children will say “I 
don’t know” and I’ve always said “Well, I know 
you don’t know and you will probably change your 
mind a good deal but tell me some of the things 
you've thought of.” ) 

What else have you thought of? 

What else? (Exhaust this as far as possible. 
Sometimes it’s helpful when the child says “I don’t 
know” to ask them to guess.) 

What does your mother want you to be when you 
grow up? 

What does your father want you to be? 

Do you have a report card at your school? 

What do you get on it? 

Who cares about that? 

Do you have any homework? 

Do you need any help with your homework? 

Who helps you? 

Who do you live with? 

Who else? 

How many brothers and sisters have you? 


From these questions pertaining to the 
families some very important attitudes can 
be disclosed. Get the age of all brothers, 
and find out what grade they are in at school. 


It often happens that the child will answer 
these questions very rapidly—in other words, 
has a clear awareness of what’s going on. 
Other children are confused about their home 
relationships. 


Who do you have the most fun with in the family? 


Then I ask this for each brother and sistet 
and the father and mother— 


What’s the most fun with Georgie? 
What’s the most fun with Sarah? 
What’s the most fun with Sadie? 
What’s the most fun with your mother? 
What’s the most fun with your father? 


According to the child’s position in the 
family, you say “You are the youngest in 
the family. How do you like to be the young- 
est ?” “—the oldest ?” “—the second ?” “—the 
middle one?” etc. 


Do you play with your mother? 

Do you play with your father? 

Who do you go out with the most? 

Where do they take you? 

Are you healthy and strong? 

Does your father think you’re healthy and strong? 

Does your mother think you're healthy and 
strong? (If the boy says “Yes,” then you ask— 
“What does he say about that?” or “What does your 
mother say ?’’) 

Are there any questions you want to ask me about 
the Club? 

Any other questions? 

Are you having a good time here? 

Is everybody good to you? 

Everybody? 

Do you ever go to camp? 

What’s the most fun at camp? 


This concludes the interview. Then I say 
“Well, now I know some of the things you 
want to do here. You know everybody is 
different. Some boys like to do some things, 
some boys like to do something else. Every- 
body’s different and we want to have many 
things going on here at the Club so that each 
of you boys and girls can find something that 
you like to do, and want to do.” 
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CONTRIBUTION OF THE PSYCHIATRIST TO THE MANAGEMENT 
OF CRISIS SITUATIONS 


JOOST A. M. MEERLOO, M.D.,? New York, N. Y. 


During the Second World War, a group of 
advisers to the different army headquarters 
in London constituted itself an Inter-Allied 
Psychological Study Group, to discuss com- 
mon problems in times of emergency. Al- 
though I have been invited to give a report 
of my experiences during the last war, the 
points I am about to relate must be looked 
upon as a result of that very inspiring team- 
work. In that group psychiatrists, psychol- 
ogists, and sociologists worked together. 
Amid the tensions of that period, to which 
flying bombs contributed from time to time, 
the cooperation was nearly ideal. 

We came together, not only to exchange 
experiences, but also to find mutual aid in 
problems that proved often too difficult for 
our actual knowledge of facts. We had been 
asked for advice on questions in which we 
were not experts at all, while in straight pro- 
fessional circumstances our expert knowledge 
was many times denied. That often cut both 
ways. At the end of the war, with its con- 
fusing aftermath, there was a greater tend- 
ency to ask the psychologist for advice. 

Only gradually have we found our way 
through methodological quandaries, although 
several mistakes were made either by too 
pedantic action or by lack of restraint. I want 
to give a survey of what we thought our most 
practical function in crisis situations to be. 
One thing especially we tried to prevent: 
the compulsive scientific attitude with its use 
of sophisticated words. I remember so well 
an official discussion on the morale of the 
troops—an urgent problem during a certain 
phase of the war—when we clinicians were 
pinned down by typical laboratory scientists, 
who by dint of learned arguments convinced 
the officials that they should deliver 200 


1 Read at the 108th annual meeting of The Amer- 
ican Psychiatric Association, Atlantic City, N. J., 
May 12-16, 1952. 

2Former Chief, Psychological Branch Nether- 
lands Army; Former High Commissioner for Wel- 
fare for the Netherlands Government; Instructor in 
Psychiatry, Columbia University, New York, Lec- 
turer in Social Psychology, New School for So- 
cial Research. 
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monkeys to them, so that the exact experi- 
mental answer could be given after a couple 
of years. The government official is easily 
seduced by technical verbiage. The higher 
his degree of noncomprehension, the more 
his veneration for the scierftist increases. 
There is also a group of psychologists that 
denies that the historical and actual reality 
of man is the most conclusive experiment 
of all. 

Which are the practical points, constituting 
the bill of goods, we psychiatrists can sell? 

1. Our Psychiatric Concepts of Fear, 
Emergency, and Catastrophe—The newer 
psychological concepts of panic and catas- 
trophe can clarify the thinking of govern- 
mental officials in charge of disaster pre- 
vention. Politicians and generals prefer to 
think in terms of the potential power of 
the enemy or of the enormity of the outside 
danger. They are always battling against 
imaginary ogres. The psychiatrist, however, 
thinks of the individual man and his fears. 
What do we learn about man in times of 
stress? Is man able to bear his actual world? 
What are his limitations? What happens to 
him when he breaks down? How does his 
mental failure influence his fellow beings? 
Where and why are the individual wheels in 
the human organization going awry? 

We think in terms of first aid and of in- 
dividual therapy of victims. However, we 
observe at the same time that other aspect 
of our work: the collection of new data in 
order to improve our knowledge of man. 
Every emergency is a kind of new psycho- 
pathological experiment, raising new ques- 
tions and giving new answers. If we do not 
stick to this attitude of inquisitive observa- 
tion, we shall never correct our tentative and 
premature answers. 

In the last war more attention was given 
to research than during the First World War. 
In the spring of 1945 our group was able 
to organize a conference to discuss the differ- 
ent techniques of studying the problems in- 
volved. The general opinion was that not 
enough opportunity had been given to “field- 


pie 
; 
i 
4 
3 
= 


1952] JOOST A. M. MEERLOO 353 


work on the spot.” In a world of growing 
organization and planning one has to become 
more conscious of the rdle of the individual 
in the complicated social machine. 

2. Our Clinical Approach—As psychol- 
ogists and physicians, we have developed a 
special pragmatic approach to unsolved prob- 
lems. The clinical approach means working 
with problems that are not yet scientifically 
solved. The clinician is able to use a body 
of historical experiences, yet without know- 
ing the rationale. This must be a horror 
to the laboratory technicians. The clinician 
gives a tentative answer, though he is aware 
of his limits. Quinine and aspirin were used 
long before we knew their pharmacological 
rationale. The same approach is valid for 
our psychological advice in an emergency. 

Our clinical-psychological approach implies 
that we give attention to hidden motivations 
behind the spoken or printed word. We often 
give great importance to the faulty supposi- 
tions of the observer. We are more aware— 
than the official strategists—of our own sub- 
jectivity, of transference and counter trans- 
ference. We are trained to observe small 
signs and symptoms and can show, again 
and again, that there are far-reaching un- 
conscious motivations. Many so-called logical 
deductions and discussions may be the cover- 
up of confused feelings. This, our aware- 
ness of the unconscious, is part of our clini- 
cal competence. 

However, when asked to be a public ad- 
visor, we need the greatest tact and restraint. 
Infantile professional feelings of omnipo- 
‘tence are just as dangerous as compulsive 
doubt. Yet, clinical objectivity is not always 
loved. Once, advice was asked regarding a 
daring strategic manoeuver in occupied Eu- 
rope. The plan was absurd, indeed, and some 
obvious pathology possessed the originator, 
who acted out some neurotic destructiveness 
at the cost of many young lives. It took 
several conferences to convince the other 
officials of these facts and it aroused much 
hostility toward the psychological advisor. 
Just as in straight psychoanalysis, we must 
be careful with our diagnostic insight, until 
the right time for interpretation has come. 
In the higher echelons of political life we 
find such varied neurotic patterns that we 
might be easily seduced to start a kind of 


wild psychoanalysis, increasing the confusion 
and the resistance, of course. 

Even for our simple clinical approach we 
often have to fight. It happened that our 
advice was asked about what to do with a 
children’s refugee camp that had gone hay- 
wire. Our advice to send an available team, 
consisting of a pediatrician, a psychologist, 
and a psychiatric social worker, with enough 
power to reorganize the camp, was not fol- 
lowed. In this case the concerned official had 
expected the usual desk report from an omni- 
potent all-knowing committee. Our obvious 
advice could not satisfy the administrative 
machine and its hunger for reports. 

3. Our Individualizing Therapeutic Ap- 
proach.—The psychiatrist uses the individual 
approach to the problems of man. Individ- 
ual needs are so easily forgotten in official 
mass regulations. Behind masses and groups, 
there is always the individual being with his 
personal and paradoxical reactions. As a 
matter of fact this position had to be de- 
fended in our report on “Psychological Prob- 
lems of Displaced People”(5). We warned 
repeatedly against so-called “‘parcel-politics,” 
in which human victims are treated like postal 
packages, as numbers, without a soul. Such 
management arouses rebellion and aggres- 
sion, as was later experienced in several 
Displaced Persons camps. 

In fighting for this right of the individual 
approach, we had to grind some axes. The 
nonpsychologically educated authority has 
the tendency to counter mental problems 
with an aggressive self-defensive attitude. 
We had already experienced this in the treat- 
ment of battle neurosis by nonpsychiatrists. 
The same is true for the manner in which 
some civilian authorities seek to handle pan- 
icky populations, by threatening them, boss- 
ing them, and so forth. In their latent panic 
—as a result of panic contagion—they mobi- 
lize their own aggressions, not in order to 
appease the situation but to calm themselves. 
Let us be truthful : so, despite our knowledge, 
do we. When I was asked to go as advisor to 
a commander, who was in a rather panicky 
mood as result of false rumors, the com- 
mander began to rave and speak punitively 
using me as a welcome scapegoat ; so I began 
to rave in return. However, when I calmed 
down, a lucky brain wave bid me ask him 
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if I could measure his blood pressure. That 
form of magic did the trick; from that mo- 
ment on we could do business. 

In the treatment of battle neurosis and 
panics, our own anxieties may do much 
harm and may prevent ready control of the 
symptoms. Our science has enough data 
available to prevent panic, or to minimize 
the emotional reactions in children, or to give 
sound advice about the evacuation of popu- 
lations, but all this can be spoiled by our own 
anxieties. 

4. The Need for Investigation.—The clini- 
cian, before advising therapy, must have a 
diagnosis. In order to arrive at the diagnosis, 
he requires a thorough investigation. The 
psychiatrist who becomes an official advisor 
will be astonished at the number of authori- 
ties who are opposed to such investigation. 
Strategical problems of management of the 
public are too often solved behind the desk 
in a rather prejudiced way. Beautiful words 
and national slogans seem to be more impor- 
tant than the actual and objective study of the 
problems involved. We have repeatedly to 
defend our point that clinical fieldwork is 
possible, and that, before advice is given, we 
want to send trained fieldworkers to the spot. 
In our request for investigation, we will en- 
counter unexpected difficulties. The more a 
regime becomes authoritarian or totalitarian, 
the more it shuns such objectivity. In our 
call for investigation, we will have to compete 
with tough red tape, with compulsive bu- 
reaucracy, and with various self-made ex- 
perts, like journalists and lay-psychologists. 
However, at the same time, we have to under- 
stand how in the midst of an expanding com- 
plicated civilization the very word “bureauc- 
racy” is often used to cover up our unwilling- 
ness to join wholeheartedly in governmental 
teamwork. 

Our problem will be to endure and to 
handle those different tendencies. Often 
restraint and modesty will be more helpful 
than scientific pride and aggression. When 
we were sent as experts to an enquiry on 
traitors, the psychological aspect of this 
problem was completely omitted. The jovial 
prime minister of one small country had no 
inkling of any psychological motivation. 
After the session he asked us to take care of 
his finger, which he had injured that very 


morning. We did not object to the discus- 
sion nor to the required surgical treatment. 
Yet, 3 weeks later we were asked to make up 
the report ourselves. 

I stress this example because we have to 
be prepared for such odd experiences when 
we expose our profession beyond clinical 
circles. Psychological involvements are likely 
to be denied. Not long ago an official article 
appeared in the Journal of the American 
Medical Association denying psychological 
involvement in civilian defense and atomic 
war (4; see also 1). Instructors in first aid 
still stick to their old pattern of bandaging 
and fracture repair, omitting any psycholo- 
gical advice. 

When the problem of collective pathology 
is touched on, the ranks are even more 
divided. Politicians are afraid of psychology, 
though they like to use its terminology as 
a weapon. There is much pathology in the 
higher regions of politics, where pride and 
prejudice fight with power and ignorance. 
Delusions of omnipotence are not seen only 
in our patients. Mass emotions and their 
impact on individuals are underestimated. 
The bogey of fear and suspicion in a divided 
world is building greater fear. Primitive pat- 
terns of actions more and more determine 
the course of events. Even when psycholo- 
gists and psychiatrists have a common front, 
their voice will have almost no appeal. Our 
hope lies in a gradual penetration of educa- 
tion with simple sound psychology. 

5. Our Wish to Actualize a Conflict.— 
In opposition to some diplomatic methods 
of disguising and delaying the solution of 
conflicts, modern clinical psychology advises 
raising the issue at once, and, when possible, 
solving it at once. Each delay in solving a 
conflict, or the effort to cover it up, increases 
hidden tension and aggression and the chance 
of an explosion. It is unrealistic to expect 
a good solution from Father Time, or to be 
dependent on hidden mental chain reactions. 
This sounds like the overoptimistic, old Coué 
formula. Time does not heal wounds, it only 
conceals them. 

In one army command, the wrong course 
of events was tolerated, though it was known 
that one of the commanding officers had 
thereby spoiled a useful strategy. “One,” 
the big vague “one,” hoped the best of it. 
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When our advice was asked about the grow- 
ing internal tensions in that group, it was 
difficult to put a finger on the right cause. 
Not until we could prove that the key man 
in question had suffered a stroke, were we 
able to circumvent personal pride and per- 
sonal involvements. 

The consulting psychiatrist will meet many 
such difficulties because of this cover-up 
strategy. The mental hygiene of leadership 
is just developing and, though many officials 
are convinced of the ominous role of neu- 
rotic and psychopathic leaders, it will be a 
long time before sound psychology will be 
allowed to test the leaders. I don’t even 
touch on the more precarious problem of who 
will select the psychological experts. 

6. The Need to Re-emphasize Our Simple 
Psychological Viewpoint.—Perhaps this was 
our ripest lesson, that we learned, after many 
mistakes, to recognize that there are only a 
few ears open for direct psychiatric advice. 
In the beginning we were too easily tempted 
to give explanations and interpretations, 
even when no questions were asked. Even in 
using our simplest semantics we have to be 
aware of the fact that people hear what they 
wish to hear, that journalists translate it into 
their sensational headlines, and that officials 
put it contemptuously somewhere in their 
files. 

That is why we have to follow our own 
strategy of restraint. We give our honest 
and simple advice, even when it will not be 
translated into useful action. Next, we re- 
peat our emphasis that there is a psycholo- 
gical approach and that psychological data 
are available. Official advisorship demands 
even more patience than individual therapy. 
We go through the same phases of resistance 
and transference, but we don’t get the op- 
portunity of working through them. How- 


ever, modern psychological and educational 
technique is able to spread its convictions and 
to propagate its method, if it is aware of the 
resistance it has to conquer and the valuable 
bill of goods it has to sell. 

With this my survey of experience is 
finished. Psychiatry and social psychology 
together are able to give useful advice in the 
management of crisis situations. The under- 
standing of individual psychopathology and 
the krowledge of social pathology can be 
helpful to administrators and military au- 
thorities. Applied mental hygiene is no 
longer an illusion. 

Sound psychological advice has been given 
as long as mankind has existed. The most 
brilliant example is that of King Solomon, 
who knew how to handle the mother’s 
heart, by proposing to cut the disputed baby 
in 2 halves. In our epoch 2 opponents are 
fighting for the possession of Mother Earth. 
There are no longer any powerful and wise 
judges; so we attempt to train many little 
Solomons. Let us not forget that the final 
outcome will again be dependent on the 
spontaneous love of the mothers; without 
their help Solomon’s judgment would have 
been of no value. : 
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A CASE OF ANOREXIA NERVOSA TREATED 
SUCCESSFULLY BY LEUCOTUMY 


PETER E. SIFNEOS, M.D., Boston, Mass. 


“The soul is more stable with appropriate nourishment than when it lacks it.” Hippocrates(1) 


The term, “anorexia nervosa,” used to 
label this patient may not be accurate. Sev- 
eral writers have objected to it. Dubois pre- 
fers “compulsion neurosis with cachexia” (8). 
Berkman proposes “anorexia with inani- 
tion”(9). Others have diagnosed patients 
suffering from similar symptoms as schizo- 
phrenics, obsessive neurotics, or hysterics. It 
is sometimes difficult to tell where neurosis 
ends and where psychosis begins. Although 
the patient discussed in this article had fea- 
tures of both, she did fulfill the criteria set by 
Cobb(2) for the diagnosis of anorexia ner- 
vosa: voluntary stopping of eating, loss of 
weight, and amenorrhea; and her case will 
be discussed under that heading. 


Case History 


The patient, a 19-year-old girl, was admitted to 
the McLean Hospital for the third time complaining 
of fear of food, tension, and progressive loss of 
weight. These symptoms were of about 7 years’ 
duration. 

Family history revealed a closely knit group of 
4: father, mother, patient, and younger sister. The 
father, described as hard-working, kindly, but hot- 
tempered when pushed, did not seem to be particu- 
larly affectionate. The patient’s mother was de- 
scribed as an intelligent, excitable person, “the real 
boss of the family.” Apparently she had been ex- 
tremely close to the patient before the onset of 
the present illness. Then, however, they drifted 
apart. The patient’s younger sister was described 
as attractive and somewhat irresponsible. Sometimes 
there was friendliness between the 2 girls, at other 
times, hostility. 

Personal history revealed that the patient was 
born in New York after a normal labor with no 
complications during delivery. She was described 
as “precocious.” Her mother reported with pride 
that the patient was toilet-trained at 6 months and 
that she talked at 8 months. There were no evident 
neurotic traits until the younger sister was born 2 
years later, when the patient became highly nervous 
and excitable and had temper tantrums. These 
traits subsided after one year. Otherwise, she de- 
veloped normally. 

Her personality was described as good-natured 
but somewhat obsessive and apathetic. Though she 
was well liked because of her intelligence and sense 
of humor, the patient shied away from people. 
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There was generally a lack of warmth in her rela- 
tions with them, Determination of her moods was 
very difficult, her parents said, because of her “calm 
and collected” behavior. Preferring to be alone, the 
patient enjoyed intellectual pursuits. She spent a 
great deal of time reading in the local library. A 
perfectionist, she was always neat and industrious. 

Medical history was not remarkable except for 
the severe malnutrition. 

The present illness was closely associated with 
the onset of menstruation. The patient had always 
been aware of pregnant women and had felt some- 
what disgusted and frightened by them. Following 
the rather ungentlemanly interest shown to her by 
a boy at her first dance, the patient became panic- 
stricken and rushed to her mother for reassurance. 
Soon after she showed great interest in her mother’s 
diet and questioned her about the caloric values of 
food. Then, still self-conscious about her figure, 
the patient, too, began dieting. Within 2 months 
she lost 15 pounds. With that, her family took her 
to a doctor who prescribed a diet that included toast. 
Immediately there was conflict between the patient 
and her parents over her eating habits. From that 
time she felt progressively more antagonistic toward 
her mother. When she was 15, the patient was psy- 
choanalysed for about a year. Her parents discon- 
tinued it because they felt both the patient’s symp- 
toms and her hostility toward her family were be- 
coming more pronounced. As time went on, the 
patient felt tenser. She developed a fear of bread 
crumbs. Thinking that she might inhale them, she 
tried to protect her mouth and her nose by putting 
handkerchiefs or pieces of paper in front of them 
and by spitting out frequently. It became impossible 
for her to walk past restaurants. She could not be 
with people because she was afraid that they might 
have come in contact with food and might con- 
taminate her. She lost more weight. As she isolated 
herself more and more from the outside world, she 
began staying in her own room at home. Her 
periods stopped, and she discussed the symptoms of 
her illness in great detail with her mother. Though 
she tried to sympathize with her daughter and to 
encourage her to eat, the mother was only occasion- 
ally successful. Often the daughter felt that her 
mother did not understand the nature of her illness. 
Once the patient received a series of electric shock 
treatments. There was temporary improvement. 
Soon, however, she returned to her old environment 
and to her weight-losing. With great difficulty she 
maintained herself through high school and gradu- 
ated. She felt more and more uncomfortable with 
people. The patient was admitted to the McLean 
Hospital for the first time when she was 19. During 
her hospital stay she received ambulatory insulin 
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treatment and intensive psychotherapy. The insulin 
treatment lasted for about 2 months. The patient 
gained 20 pounds in weight and felt somewhat 
better. Upon discharge, however, she promptly lost 
all the weight she had gained and felt her phobias 
return with their previous intensity. Another ad- 
mission to the McLean Hospital later in the year 
proved equally unsuccessful. During that time, the 
patient felt not only afraid of food, itself, but afraid 
of noxious food vapors that could contaminate her. 
She was progressively overwhelmed and made un- 
happy by-these phobias. When she weighed between 
80 and 85 pounds, she developed a mild upper 
respiratory infection. Because of her extreme mal- 
nutrition, she developed very severe complications. 
Her life was in danger.” When she recovered, the 
patient was discharged from the hospital with the 
recommendation that a leucotomy should be per- 
formed as soon as possible. After a 2-month stay 
at home, she was admitted to the McLean Hospi- 
tal for the third time complaining of the same 
symptoms. 

Mental examination on admission revealed a shy, 
anxious person. Her speech was unintelligible at 
times because of facial tics and grimaces and because 
of interference from her hands in her nose and 
mouth. There were ritualistic behavior, facial as- 
symetry, and dried saliva around her mouth. She 
talked quietly, however, discussing her symptoms 
in detail and unemotionally. She said she realized 
their absurdity, but she could do nothing about 
them. She seemed immersed in her illness. Other- 
wise, she showed good judgment and above normal 
intelligence. Memory and orientation were perfect. 
There was marked exhibitionist tendency. 

Physical examination on admission showed evi- 
dence of marked malnutrition, avitaminosis, dehy- 
dration, red tongue, emaciation, cyanosis and hir- 
sutism on both upper and lower extremities. Her 
weight was 75 pounds. Laboratory tests showed 
urine specific gravities of 10.31 to 10.33 but, other- 
wise, were negative. Hemoglobin was 11 gm.; but 
the red blood count, white blood count, and dif- 
ferential were normal. The NPN was 79 mg.%. 
The total protein was 5 gm. An electrocardiogram 
was essentially within normal limits. X-rays of 
the skull, chest, and lungs were clear; and the 
electroencephalographic record fell within normal 
limits. 

During her stay on the ward, she spent most of 
her time in bed. When she was up, she wore men’s 
clothes. In general, she seemed to be preoccupied 
by her body. At times she looked at herself in the 
mirror and assumed fixed positions. She reported 
imaginary scenes with herself as the heroine. In dis- 
cussing her family, she spoke most often of her 
mother. She seemed to remember a rotten egg being 
forced into her mouth when she was very young. 

Following a preliminary psychiatric study, which 
included daily interviews and psychological tests, 
the patient was operated on by Dr. William Sweet. 

Description of the operation: A unilateral lower 
quadrant right frontal leucotomy was performed. 
The cerebral tissue was divided under direct vision 
but without suction in the coronal plane passing 


through the junction of the sphenoidal wings with 
the side of the skull. 

This plane passed through the anterior-most tip 
of the anterior horn of the right lateral ventricle. 
The incision was carried medially until grey matter 
was seen at the apex of the gyri as well as at the 
sulci on the medial surface. The dorsal limit of 
the incision was at the roof of the lateral ventricle; 
the ventral limit was the pia on the orbital surface 
of the frontal lobe (i.e., white and grey matter was 
divided here as well). 

A strip of tantalum foil was placed in the plane 
of the incision, and its locus was confirmed by post- 
operative x-rays. 

The patient emerged postoperatively with no com- 
plications. On the second day, she began taking 
fluids very easily. She refused other nourishment, 
however, as she had done before the operation. As 
soon as she was allawed out of bed, she started 
mixing with people. Within 4 days after the opera- 
tion, her NPN returned to normal limits. Soon she 
began eating solid foods, and by the beginning of 
the third week, the patient ate normally for the first 
time in 7 years. Gaining weight rapidly, she at- 
tained 105 pounds a month after the operation. By 
3 months, the patient’s phobias had, for all intents 
and purposes, disappeared. By 7 months she was 
maintaining her weight at about 115 pounds and 
was in the upper tenth of her class at the university. 


DISCUSSION 


From the psychiatric point of view it 
would be difficult to make dynamic formula- 
tions about this case. Certain features, how- 
ever, may be pointed out as being of special 
interest: general oral preoccupation with 
especially the problem of “force” in feeding, 
exhibitionistic behavior, masculine tenden- 
cies, fear of pregnancy, and poor interper- 
sonal relations with marked ambivalent feel- 
ings for mother and sister. 

From the history it is to be noticed that 
the patient was trained in her bowel habits ' 
at an unusually early age. The story of the 
rotten egg suggests thet she may have been 
forced to eat also. Certainly most of her 
gestures centered at her mouth. That orality 
and sexuality are closely related has been 
observed not only by psychiatrists but also 
by neurophysiologists after experiments with 
removal of the uncus region of the brain in 
monkeys (3). 

Furthermore, the patient exhibited herself. 
Did she do this in an attempt to attract at- 
tention to her femininity or to deny it? Her 
masculine mannerisms and dress may have 
been ways of avoiding the feminine role. 
Certainly, her disease protected her in an 
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ANOREXIA NERVOSA TREATED BY LEUCOTOMY 


ingenious way: her inanition produced sec- 
ondary amenorrhea. The absence of periods 
and the resulting inability to become preg- 
nant negated womanhood. 

Fear seemed to be the outstanding emo- 
tion in her case. It gave rise to considerable 
tension and anxiety, especially at the thought 
of food. The tension and the patient’s pe- 
culiarities concerning food came between 
her and other people. She turned to herself 
for gratification. 

The chief danger in cases of severeanorexia 
is death from starvation(2) or from second- 
ary infection. The attention of the psychi- 
atrist, therefore, is constantly shifted from 
the emotional problem responsible for the 
stopping of eating to the material difficulty 
resulting from it. The situation must be 
handled with the utmost gentleness. Forced 
feedings produce hostility, which can inter- 
fere with successful psychiatric treatment. 
With this patient many forms of treatment 
were attempted: psychoanalysis (incom- 
plete), electric shock, insulin, and intensive 
psychotherapy. None of them helped her 
appreciably. 

Because of those failures, because of the 
7-year duration of the disease and because of 
the complications endangering the patient’s 
life(10), the decision to perform a leucotomy 
was reached. In an attempt to avoid post- 
operative personality changes, the operation 
was as conservative as possible: a unilateral 
lower quadrant right frontal leucotomy was 
performed after a small triangular piece of 
bone had been removed. There was direct 
visualization of the brain throughout the 
operation. It was felt that, if no improve- 
ment in the patient was observed, the left 
side would be operated upon later. 

Evaluation of the patient’s improvement 
meets with many difficulties. In an attempt 
to avoid them, the following conditions will 
be referred to: presenting symptom and 
tension; personality (social behavior; in- 
telligence quotient, planning, and judgment) ; 
physical condition (muscular activity and 
speech, weight); syndrome of irresponsi- 
bility, impulsivity, lack of drive, and apathy. 

Soon after the operation, the patient be- 
gan eating more than she had. She described 
herself: “My phobias do not bother me as 
much as they did” and “I am not as tense as 


I was about foc 1.” Three months after the 
operation she said that the phobias had dis- 
appeared “as if a great weight had been 
removed.” 

The patient’s personality had certain char- 
acter traits that did not seem to have been 
altered either by her illness or by the opera- 
tion. Obsessive features, for example, said 
to have been present in her childhood, re- 
mained throughout her illness and are present 
today. Whatever she had undertaken to do, 
then and recently, she had done as best she 
could. She was and is a perfectionist. Her 
intellectual interests and her neatness have 
remained unaltered. 

Her social behavior, on the other hand, has 
changed considerably. Soon after the opera- 
tion, the patient showed a tendency to mix 
with people and to wear more becoming 
clothes. She attended occupational therapy, 
cooperated pleasantly with the nurses, and 
became friendly with the patients. Her re- 
lations with the family also improved slightly 
although the patient still has marked ambiv- 
alent feelings toward her mother and sister. 

The patient was given the following psy- 
chological tests : “Wechsler Bellevue,” “Ror- 
schach,” “Sentence Completion,” “Draw a 
Person,” “Memory for Designs,” and “Ben- 
der Visual Motives.” After the operation 
her IQ increased from 113 to 129. She 
seemed to be able to express herself with 
more freedom and to concentrate better on 
the tests. While she was in the hospital, the 
patient thought much about her future and 
planned for continuation of her college work. 
After discharge she enrolled at a university 
as a special student. At the present time, 9 
months after the operation, she is doing ex- 
cellent work. Her judgment, at all times 
excellent, was not improved by the leucotomy. 

There were no physical complications: no 
seizures, no incontinence, and no headaches. 

And there was an improvement in muscu- 
lar activity and speech. The patient’s facial 
expression changed dramatically. Her tense, 
drawn facies vanished, and a smile came to 
her face frequently. The grimaces, facial 
asymmetry, and sucking movements of the 
mouth, which at times had made her speech 
unintelligible, also vanished. The awkward 
walking was replaced by graceful movements. 

Within 2 months the patient gained 35 
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pounds. Eating carbohydrates excessively, 
neglecting the fats and proteins, she is now 
maintaining her weight at a 40-pound gain. 
Experiments on animals have shown in- 
creased food intake following removal of the 
frontal lobes of the brain(12). In this case, 
as in others, better nutrition accompanied an 
improvement in mental symptoms(1, I1). 
At no time was there any evidence of the 
impulsivity, apathy, and irresponsibility that 
have been described as complications follow- 
ing leucotomies. If anything, there was un- 
usual drive that led to a period of mischie- 
vousness, This mischievousness disappeared, 
however, after 2 or 3 weeks, and the drive 
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was canalized into more successful forms. 
The patient improved her interpersonal re- 
lationships and her grades in school. 

Histopathologically, there was no abnor- 
mality in the specimen of cortex that was 
removed from the frontal lobe area. 

Cases of anorexia nervosa must, at times, 
be differentiated from cases of panhypopi- 
tuitarism(2). This patient presented no prob- 
lem. There was evidence of hyperactivity 
of the adrenal cortex, although initially the 
17-ketosteroid excretion was slightly lowered 
owing to starvation. The glucose tolerance 
was impaired and became more so after only 
25mg. of ACTH given intramuscularly. The 
eosinophil count was low and showed a fall 
of 74% after ACTH and 55% after epineph- 
rine. When the food intake increased, the 
excretion of 17-ketosteroids showed a four- 
fold rise. These findings are in accord with 
Altschule’s theory that patients with some 
forms of mental illness like schizophrenia, 
manic-depressive psychosis. and certain neu- 
roses, show a hyperactivity of the adrenal 
sugar-regulating hormone(4, 7, 13). 


It is conceivable that the leucotomy by 
decreasing emotional tension may have in- 
directly inhibited the hyperactive adrenal cor- 
tex with a resulting increase in the eosinophil 
count and return to normal levels of the 
glucose tolerance test. What happens clini- 
cally and physiologically may be correlated as 
in Fig. 1. 

It is assumed, therefore, that the leucotomy 
helped to bring about a decrease in the ten- 
sion resulting from the emotion of fear and 
that it indirectly helped correct the physio- 
logical abnormalities as well as the rest of 
the clinical symptoms. Whether it was the 
patient’s upbringing, environment, and atti- 
tudes to her problems, or whether it was 
other physiological factors that gave rise to 
the original emotion, fear of food, is a 
question still to be answered. 


SUMMARY 


An attempt has been made to present the 
successful treatment of one case of anorexia 
nervosa and to bring together some of the 
psychiatric, physiological, and surgical as- 
pects of that case. 

After 7 years’ duration of the illness, the 
patient was in danger of death from starva- 
tion. She had been treated previously by 
electric shock, insulin, and psychoanalysis 
(incomplete). 

A unilateral lower quadrant leucotomy was 
performed with direct visualization of the 
brain. 

By 9 months after the operation the pa- 
tient was maintaining her weight at a 40- 
pound gain. Tension had disappeared. Her 
interpersonal relations had improved mark- 
edly, and her IQ had risen 16 points. Un- 
graceful gestures and clothes improved. No 
physical complications or evidence of apathy, 
impulsivity, or irresponsibility were observed. 

Physiologically there was evidence of hy- 
peractivity of the adrenal sugar-regulating 
hormone before the operation. After the 
operation this physiological abnormality was 
corrected. 

In spite of the fact that the leucotomy was 
successful in this case, it is believed that such 
an operation should be considered only after 
other forms of treatment have failed and 
should be as conservative as possible. 
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ADDITIONAL NOTE (One year after the 
operation ) 


At this time the patient is doing well. She 
has no phobias that interfere with her daily 
life. She continues her studies at the uni- 


versity. 

Her eating, although not adequate at times, 
has not interfered with her daily activities. 
She maintains a weight of 108 pounds. 


The author wishes to express his appreciation to 
Drs. S. Cobb, M. D. Altschule, and W. Sweet for 
their very helpful criticisms and comments. ~ 
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CONTROVERSIAL INDICATIONS FOR ELECTRIC CONVULSIVE 
THERAPY * 


ALFRED GALLINEK, M.D., New York, N. Y. 


When electric convulsive therapy (ECT) 
appeared on the psychiatric scene, the resist- 
ance against this new form of treatment was 
unusually violent. The criticism was not en- 
tirely unemotional. Statements made at that 
time condemning ECT would make interest- 
ing reading at present. 

These facts are mentioned here since we 
believe that the hostile reception that ECT 
originally found has in turn induced the pro- 
ponents of the new method to be overcautious 
and overcareful in their attempt to work out 
indications and contraindications. 

Because the method was superior in the 
treatment of the major affective disorders, 
the workers actively engaged in ECT have 
been careful to stress this particular indica- 
tion (2), and to regard treatment of the 
neurotic disorders as belonging exclusively 
to the domain of psychotherapy. Kalinowsky 
(9) and Sargant and Slater (11) stated that 
neurotics may be harmed by ECT and that 
particularly anxiety, the most frequent neu- 
rotic symptom, may be aggravated by it. In 
the neurotic group ECT is generally consid- 
ered to be indicated in neurotic depressions 
only. Gayle and Campbell, however, have re- 
cently recommended ECT for relief of 
anxiety (5). 

In general, the proponents of ECT appear 
to be on the defensive, fearful of more severe 
criticism than they have already received. In 
our opinion, this attitude has hampered a 
broadminded, all-embracing approach to the 
question of whether ECT may not be benefi- 
cial in instances other than the generally 
recognized major indications. It is the pur- 
pose of this presentation to describe some of 
the less frequent and less clear-cut indica- 
tions, among them exceptions from the rule 
that neuroses should be exclusively ap- 
proached by psychotherapy. 


1 Read in abstract before the 8th Annual Meeting 
of the Electro Shock Research Association, Atlantic 
City, N. J., May 10, 1952. 

From the Department of Neurology, College of 
Physicians and Surgeons, Columbia University, and 
Neurological Institute, Presbyterian Hospital. 


As far as neurotic depressions are con- 
cerned, it has been emphasized that ECT may 
be helpful in case the affective component in 
the disorder is of major importance. This is 
undoubtedly true for what has generally been 
described as neurotic depression, a rather 
ill-defined entity. We found ECT of great 
help in treating cases in which the clear- 
cut, dynamically understandable and ap- 

roachable neurosis has been overlaid by a 
aren depressive affect. The removal of the 
depressive element by ECT is usually smooth 
and facilitates continuation of psychotherapy. 

Next, we should like to mention a group 
of cases not usually covered by the diagnosis, 
“neurotic depression,” that have already been 
studied in their response to ECT by Hauser 
and Peters(6). These authors have described 
a “clinical syndrome in which the symptoma- 
tic expression of the illness consists of a 
group of somatic complaints similar to those 
seen *“ anxiety psychoneuroses.” Visceral 
auto. .:ic features predominate. These 
cases, however, do not show true anxiety al- 
though they are usually misdiagnosed as 
anxiety states or anxiety hysteria. Their de- 
pressive character manifests itself by a 
phasic, anhedonic state, by the characteristic 
depressive features of inhibition of will 
power, inability to visualize the future or to 
plan for it, by complete absence of relief from 
unburdening interviews, and by changes in 
weight and menstrual disorders. They are 
completely resistive to any form of psycho- 
therapy, including long-term psychoanalysis. 
As it appears to us, the basic affective dis- 
order is overlaid and masked by more or 
less bizarre physical, hypochondriacal com- 
plaints ; it is for this reason that Hauser and 
Peters have designated this group as conver- 
sion depressions. These cases are hardly 
ever considered by the psychiatrist as pre- 
senting a valid indication for ECT. In our 
experience, however, they do respond almost 
uniformly in a very satisfactory manner, and 
this response may, of course, be interpreted 
as a further indication of their disguised, but 
nevertheless true, depressive nature. 
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We have found a larger group of cases to 
be designated as pseudoneurotic depressive 
equivalents, showing a similarly satisfactory 
response to ECT. While in the conversion 
depressions of Hauser and Peters the out- 
standing manifest symptoms consist of so- 
matic complaints, the pseudoneurotic depres- 
sions do not present such complaints. Anxi- 
ety, inferiority feelings, vague compulsive- 
obsessive features, or the neurasthenic syn- 
drome may be the surface symptoms. The 
depressive core is virtually identical with the 
one described as characteristic of the conver- 
sion depressions. There is the anhedonic 
affective situation with inability to make de- 
cisions, to visualize the future, with inhibition 
of will power, with short hours of sleep, and 
loss of weight. The outward manifestations, 
however, the complaints, the presenting 
symptoms, give the impression of a common 
neurosis without physical manifestations. 
Most of the patients of this type had under- 
gone psychoanalysis of long duration, or 
other forms of psychotherapy. Their re- 
sponse had been usually nil, a fact that had 
deterred neither the patients nor the analysts 
from continuing for years. When we dis- 
cussed their analytical experiences with these 
patients, we were impressed by their inability 
to relate any tangible contents of their an- 
alytical interviews. The true depressive na- 
ture of this type of disorder can be detected 
by subtle features: for instance, one patient, 
when asked to speak about the influence of 
the analytical procedure on his condition, 
told us that he had been most impressed by 
the enormous effort it had cost him to talk. 
This was the typical Kraepelinian inhibition 
of will power, one of the cardinal symptoms 
of the depressive psychosis. The patient did 
not mean to refer to psychogenic inhibitions 
to talk about himself, but talking as such, 
talking about anything; talking, like any 
other activity, required more will power than 
he could master. It may be mentioned that 
these pseudoneurotic depressive equivalents 
may be particularly hard to recognize since 
their phasic nature is not as clearly evident 
as might be expected from a disorder that 
probably basically belongs in the manic-de- 
pressive group. The onset of the episodes is 
imperceptible and, while they terminate spon- 
taneously, they usually continue for a fair 


number of years before reaching a sponta- 
neous termination. Decades may elapse be- 
fore the appearance of a second episode. The 
termination of these episodes by ECT is as 
immediate and complete as in a clear-cut de- 
pressive psychosis. 

The 2 groups just sketched, the conversion 
depressions and the pseudoneurotic depres- 
sive equivalents, to be strictly logical, do not 
belong in the scope of this presentation since 
they fall under the already fully accepted 
indications, being affective disorders. They 
have been mentioned here briefly since their 
basic affective nature is usually not recog- 
nized and since therefore the benefit of ECT 
is being withheld from these patients. 

At this point, we desire to make it clear 
that we do not advocate ECT on general 
principles as treatment for neurotic disorders. 
This would be sheer folly. Nevertheless, in 
exclusively neurotic situations, ECT may 
frequently be of decisive benefit. While it 
has to be integrated into the over-all total 
push of psychiatric approach, it should not be 
considered to be of merely ancillary impor- 
tance to psychotherapy since its administra- 
tion in these situations often marks the turn- 
ing point from therapeutic failure to ther- 
apeutic success. 

We found this to be true in cases of ano- 
rexia nervosa, in whom long-term and ener- 
getic psychotherapy, which had succeeded in 
unraveling the underlying dynamics, had not 
succeeded in breaking up the vicious behavior 
pattern. A situation seems to prevail in these 
cases that also may be encountered in other 
neurotic disorders. While the dynamic ap- 
proach is proceeding apparently logically and 
at a normal speed, there is no loosening up of 
the symptomatology, which seems to have ac- 
quired the ability to survive as a “facade of 
symptoms” (4) even though the originally 
responsible dynamics have been resolved. 
Here, ECT seems to serve to break up the 
conditioned pattern and, once the symptom 
has been removed, the situation can be stabi- 
lized by further continuation of psycho- 
therapy. 

The most interesting group consisted of 
individuals of either sex, of schizoid person- 
ality make-up, who presented serious neu- 
rotic complications, sometimes of many years’ 
standing. ECT in this group was undertaken 
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with great hesitancy but the results proved to 
be unexpectedly rewarding. We prefer to 
classify these patients as schizoids with a 
superimposed neurosis, although many psy- 
chiatrists would diagnose them as borderline 
schizophrenics, or as belonging in the group 
of pseudoneurotic schizophrenics described 
by Hoch and Polatin(8). Our patients do 
differ in essential aspects from the pseudo- 
neurotic schizophrenics. They have in com- 
mon with the cases of Hoch and Polatin a 
somewhat autistic and dereistic life approach. 
This, however, is not as pronounced in our 
group as it is in the pseudoneurotic schizo- 
phrenics. Affective rigidity, if present at all, 
is also mild, no more than could be reasonably 
expected in a schizoid. They fail to show the 
diffuseness of ambivalance (polyvalence). If 
they have inappropriate emotional reactions, 
these are only localized and complex-bound. 
The same applies to the anxiety, which even 
if it later assumes the degree of pananxiety 
can nevertheless always be traced and re- 
duced to an originally complex-bound anxi- 
ety. Anhedonic states and confusion between 
foreground and “background are absent in 
our cases. Also, in contrast to the pseudo- 
neurotic schizophrenics, our patients experi- 
ence no difficulties in describing complaints 
and dynamic history in detail. Their sexu- 
ality is less chaotic than that seen in the 
pseudoneurotic schizophrenics. It is rather 
plainly immature. All in all, it may be stated 
that, whereas the cases of Hoch and Polatin 
are psychotics, who may appear as neurotics, 
our cases are neurotics of schizoid constitu- 
tion, who may develop reactions that quanti- 
tatively assume psychotic proportions, but 
qualitatively remain of basically neurotic 
structure. 

While adolescents and young adults form 
the majority of this group, middle-aged pa- 
tients with the same condition were occasion- 
ally seen and successfully treated. All cases 
had undergone. unsuccessful psychotherapy 
or psychoanalysis for periods ranging from 
8 months to several years before they came 
to us. Lasting results after ECT in some of 
these cases were observed, even without fol- 
low-up psychotherapy. Three cases may be 
reported here for illustration. 

1. Miss R. P., age 25, leptosomic habitus, was 


seen for the first time on September 5, 1950, giving 
a “life-long” history of very frequent attacks of 


“terrific diarrhea and vomiting” whenever slightly 
tense, particularly when expecting to go out on a 
date, or when looking for a job. Most members of 
her family were reported to be “nervous.” He father 
died when the patient was 114; the mother remarried 
when the patient was 13. Relation to stepfather was 
allegedly good. She remembers attacks of diarrhea 
and vomiting in early childhood when visiting her 
grandmother ; later, at school or under any other 
occasion that induced tension. Never received in- 
formation about sex from her mother, to whom she 
was and is very close; up to the age of 11 believed 
in the stork. Sex was considered to be dirty. Men- 
arche at 17. At the same age started to go out with 
older men, around 30. Vomiting and diarrhea prior 
to each date; unable to eat at all while going out. 
Revealed very high degree of self-deprecatory atti- 
tude: “dumb, dumb, no ambition”; this in definite 
contradiction to facts since she was holding a re- 
sponsible office position. Prior to seeing us had had 
intense psychiatric and psychoanalytic treatment, 
without results. The impression was that of an 
immature, introverted, schizoid individual with a 
rigidly fixed, deep-seated neurosis of many years 
standing. 

The patient returned on May 2, 1951. She had 
recently lost twelve pounds in 9 days and stated that 
she was “cracking up—there comes the crack-up.” 
She was engaged and in a state of extreme panic 
concerning her impending marriage, particularly the 
wedding. She threatened suicide and at the same 
time expressed her ardent love for her fiancé, stating 
that he was the only man she would consider marry- 
ing but that she simply could not go through the 
necessary formalities and ceremonies. There was no 
true depressive affect but excessive panic. Before 
returning to us the patient had returned to the 2 
psychiatrists who had previously treated her. She 
had been advised to postpone marriage and embark 
again on a course of psychotherapy. Reluctantly, 
this patient was started on ECT with the idea that, 
as in anorexia cases, the treatment might break up 
the vicious behavior pattern of diarrhea and vomit- 
ing and that its blunting effect might favorably in- 
fluence the panic. Treatment was started on May 9, 
1951, and the last, and oth, treatment was adminis- 
tered on May 28, 1951. All treatments, on account 
of the excessive fear, were given under Pentothal 
anesthesia. In view of the fact that the patient had 
already received an ample dose of psychotherapy 
and psychoanalysis, no psychotherapy was given in 
conjunction with the treatment. 

At the termination of the treatment period the 
panic had disappeared entirely while the blunting 
and memory defects were only mild. About 2 weeks 
after the last treatment she was married with the 
usual ceremonies and without any difficulties, anxi- 
ety, or panic. Her marriage is a happy one although 
she has not made a satisfactory sexual adjustment, 
being unable to achieve an orgasm. The symptom 
that had been the outstanding one through her life, 
nausea and vomiting, has not reappeared. Only 
occasionally before attending social affairs she com- 
plains of “butterflies in her stomach.” While there 
is no doubt that the basic immature schizoid person- 
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ality make-up has remained unchanged and while 
the patient still has to be classified as a neurotic, 
the application of ECT alone, not in conjunction 
with psychotherapy, enabled her to fulfil her out- 
standing desire, to get married, and at the same time 
to a considerable degree broke up the disabling 
symptomatology, which had not yielded to intense 
psychiatric approach. 

2. Master J. H., 14, athletic habitus. Family his- 
tory negative. While outwardly well adjusted, 
always jumpy, occasionally sieepless, and of schizo- 
thymic or schizoid premorbid personality make-up. 
For about one year suffering from uncontrollable 
involuntary motor phenomena, consisting of shaking 
his head, hitting his head with his hands, and tic-like 
motor phenomena in the upper and lower extremities. 
Patient had undergone intense psychotherapy for 8 
months in his home town, without amelioration of 
his symptoms. Investigation had revealed that the 
movements were performed in an attempt to shy 
away sexual fantasies that he considered to be sinful. 
There was an excessive sense of guilt concerning 
masturbation. Shortly before the boy was referred 
for ECT he had refused to go to bed, apparently be- 
ing afraid of falling a victim to sexual fantasies or 
masturbation in bed. When he eventually could be 
induced to lie down, his parents were kept awake 
by the noise of his pounding his head. 

The boy was started on ECT on March 4, 1949, 
and the 15th, and last, treatment was given on April 
6, 1940. There was a complete cessation of sympto- 
matology. No psychotherapy was administered in 
conjunction with the shock therapy. The patient 
refused to return to the psychiatrist in his home 
town and could not return to the writer for follow-up 
psychotherapy. However, he had a few interviews 
with a nun, who was his favorite teacher in his 
parochial high school. There has been no recurrence 
and the patient has continued to remain entirely well 
and to develop normally during the 3 years since the 
application of ECT. He was recently elected presi- 
dent of the student council. 

This case is diagnostically difficult to classify. 
While the motivating dynamics were clearly dis- 
cernible, the degree of the symptomatology, which 
resembled a choreic syndrome, exceeded what could 
be expected in a neurosis. Also, for a purely neurotic 
condition, the complete failure of 8 months of inten- 
sive psychotherapy would be somewhat unusual. On 
the basis of the schizoid make-up, neurotic mechan- 
isms precipitated a borderline schizophrenic syn- 
drome. The symptomatology was completely and 
lastingly eliminated by ECT, without further 
psychotherapy. 

3. Master A. K., 16, dysplastic habitus. Overpro- 
tective mother ; submissive, aloof father. Past history 
of coeliac disease, frequent episodes of constipation 
and vomiting during childhood to the age of 12. 
When seen was still under the care of a gastroenter- 
ologist, who gave regular colonic irrigations. Since 
the age of 12, frantic fear of nausea but without its 
occurrence. Attending school very irregularly on 
account of fear of becoming nauseated in school. 
Episode of truancy of an entire term owing to this 
fear. Left his apartment each morning, spending the 


day on the roof of the building, intercepting and 
answering letters from school authorities. Exceed- 
ingly attached to his mother. Panicky when mother 
made an attempt to go out or leave him alone. For 
the last 2 years had prevented mother from leaving 
him even for minutes, going into wild temper tan- 
trums whenever mother tried to leave him. For the 
past 2 years excused from school. Uninterrputed 
psychiatric treatment since onset; for the last 2%4 
years psychoanalysis. Introverted, severely schizoid 
personality. Very tender feelings for plants and ani- 
mals; harsh cruelty toward his indulgent parents, 
hitting his mother. No friends. Sophisticated, highly 
intelligent, and skeptical. Undernourished, owing to 
insufficient food intake on account of fear of nausea. 

Notwithstanding the intense past psychotherapeu- 
tic and psychoanalytic procedures the writer started 
this patient on psychotherapy. After 2 months the 
diminishing food intake approached anorexia ner- 
vosa, and wild temper tantrums and aggressive be- 
havior directed against the mother induced us to 
administer ECT. A total of 18 treatments was 
given. Psychotherapy was resumed after termination 
of ECT and regularly continued for the following 
7 months. However, immediately after termination 
of ECT the patient was already able to attend school 
and, notwithstanding the years of absence from 
school, graduated from high school after attending 
the last term. His food intake increased. Psycho- 
therapy, which had been completely unsuccessful 
prior to the application of ECT, was facilitated. 
Gradually, patient allowed his mother to leave him 
and assumed a fairly normal pattern of life. 

When seen last, in September 1951, he still spoke 
of fear of nausea. Naturally, he was still a severe 
neurotic and of course had all the earmarks of his 
schizoid personality. However, he functioned fairly 
normally, holding an office position. 


Different as they are in many aspects, these 
3 briefly abstracted cases and others, not re- 
ported, have a number of essential features 
in common: the basic schizoid personality 
make-up ; the extremely disabling symptoma- 
tology, sometimes of very long standing, 
qualitatively neurotic, quantitatively often 
within the psychotic range, a symptomatology 
dynamically understandable but unimproved 
by psychoanalysis or other forms of dynamic 
psychotherapy ; and, most important of all, 
termination of this disabling syndrome and 
assumption of at least outwardly normal con- 
duct after ECT. In addition to the lasting 
break-up of the conditioned, disabling neu- 
rotic behavior patterns, these patients experi- 
enced marked lessening, or complete dis- 
appearance, of anxiety and panic. This could 
not be ascribed to blunting since anxiety did 
not reappear at the end of the blunted period. 

We saw complete therapeutic failures in all 
patients treated who belonged to the compul- 
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sive-obsessive group. The blunting effect 
of shock treatment results in an amelioration 
of the compulsive-obsessive symptomatology ; 
this effect disappears simultaneously with the 
blunting and all patients return to their 
former status. 

An ancillary, but very helpful, role can be 
played by ECT in the treatment of narcotic 
addiction. This has been pointed out pre- 
viously(10) but has never been undertaken 
on a larger scale in this country. Recently, 
favorable results have been reported from 
Japan (Watanabe). Let there be no mis- 
understanding about it; ECT is not being 
recommended in any way as treatment for 
the psychopathology of drug addiction. It is 
to be highly recommended, however, as a tool 
for the management of the withdrawal period. 
The so-called “annihilating” form of treat- 
ment should be used and we have found 2 to 
3 treatments administered daily for a period 
up to 7 days to be of the greatest help in over- 
coming the host of withdrawal symptoms. 
Restlessness, vomiting, diarrhea, weight loss, 
and insomnia can be noted even with this 
form of treatment, but are much milder than 
with the usual modes of management. Most 
important, the patient hardly minds them; 
the commonly present excessive degree of 
anxiety and agitation is missing and the so- 
matic symptoms, even when present, are not 
fully appreciated; blunting, confusion, and 
almost total oblivion take the place of agita- 
tion and despair. 

The results described in this paper were 
obtained with the standard Cerletti-Bini tech- 
nique. While in some cases we have the im- 
pression that shock was of value because it 
facilitated psychotherapy, which had ap- 
parently been blocked by a rigidly conditioned 
behavior pattern, in ,other cases improve- 
ment appeared to be attributable almost 
wholly to shock treatment, with psychother- 
apy playing only a minor additional role, or 
none at all. We feel that these results are im- 
portant, especially in view of recent claims 
advocating other methods of cerebral electro- 
therapy, such as nonconvulsive electric stimu- 
lation. Some authors(1, 7) have practically 
postulated a specificity of the effect of various 
types of electric current and application of 
the electrodes for various diagnostic cate- 


gories. Our results were achieved by the 
same standard method in widely different 
diagnostic groups. We therefore hesitate to 
assign specific modes of application of elec- 
trotherapy to specific disorders. 


SUMMARY 


Aside from the recognized indications, 
ECT was found to be of decisive help in con- 
version depressions, a syndrome in which 
somatic, chiefly visceral autonomic features 
mask the phasic depressive core. Similarly 
favorable responses were achieved in pseudo- 
neurotic depressive equivalents, conditions 
that possess the same phasic depressive core 
as the conversion depressions, whereas the 
outward symptoms may mimic anxiety states, 
compulsive-obsessive or neurasthenic syn- 
dromes. In anorexia nervosa, ECT breaks up 
the conditioned behavior pattern and facili- 
tates psychotherapy. Schizoids with super- 
imposed disabling symptomatology of quali- 
tatively neurotic nature, but quantitatively 
psychotic degree, showed the most gratifying 
responses inasmuch as the disabling behavior 
patterns were broken up by ECT. Improve- 
ment of anxiety also was observed. Cases of 
true compulsive-obsessive neurosis never re- 
sponded. In narcotic addiction, ECT is a 
highly valuable tool as far as management of 
the withdrawal period is concerned. The fact 
that results were obtained in vastly different 
conditions by the same standard method 
creates hesitation as to recent tendencies to 
assign different modes of electro-therapy to 
different diagnostic categories. 
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PSYCHOLOGICAL STUDIES ON PATIENTS UNDERGOING NON- 
CONVULSIVE ELECTRIC-STIMULATION TREATMENT * 


MARIANNE BERAN, Pu.D., JOHN C. PERKINS, ROBERT W. SCOLLON, Lyons, N. J. 


INTRODUCTION 


This exploratory study was undertaken to 
supplement clinical observations on patients 
undergoing nonconvulsive electric stimulation 
therapy (EST). As described by Hirschfeld 
(9 and 10) this type of treatment employs 
a brief-stimulus square-wave current identi- 
cal to the type used by Liberson(17) in his 
brief-stimulus electroconvulsive therapy ; but 
for EST the current is kept at a nonconvul- 
sive level.? As consciousness is not lost dur- 
ing passage of current, pain is experienced. 
Therefore, patients receive an intravenous in- 
jection of 5% Pentothal Sodium ®* prior to 
treatment. 

Hirschfeld has reported “improvement in 
mental capacity” and lessening of clinical 
symptomatology in patients with specific psy- 
chiatric syndromes, particularly in “certain 
anxiety states, paranoid schizophrenics * and 
psychosomatic conditions” (9, p. 5). Con- 
fusion and memory loss were clinically not 
observable, even immediately following EST. 

The effects of various forms of electrother- 
apy have been the subject of much contro- 
versy. At least temporary adverse changes 
in memory and other cognitive functions sug- 
gestive of organic brain damage following 
classical electroconvulsive shock with con- 
tinuous alternating current (ECT) have been 
widely observed and also described in various 
psychological studies(2, 11-14, 18, 25, 29, 30, 
34-36). 

Within the last few years, attempts have 
been made to evolve different types of electro- 
therapy techniques with which such damage 


1From the Veterans Administration Hospital, 
Lyons, N. J. 

Published with the permission of the chief medical 
director, department of medicine and surgery, Veter- 
ans Administration, Washington 25, D. C., who 
assumes no responsibility for the opinions expressed 
or conclusions drawn by the authors. 

2 Average spike duration of 0.3 milliseconds, peak 
of 80 milliamperes and frequency of 120. Average 
current meter readings are about 2 milliamperes. 
Equipment is manufactured by Offner, Chicago. 

8 Sodium ethyl thiobarbiturate. 

4 Without marked disorganization of personality. 


could be minimized. Liberson(17) contends 
that his brief stimulus electroconvulsive ther- 
apy (BST) avoids such damaging effects 
and that usual tests of memory or intellectual 
functions given 4 or 5 days after a series fail 
to detect any impairment(17, p. 35). His 
claim is further supported by Scherer’s sys- 
tematic psychological experiments on patients 
undergoing a series of BST(27). Scherer’s 
postshock battery, however, was administered 
“from two to six weeks after termination of 
BST” (26, p. 432). According to most ob- 
servers one can expect a considerable amount 
of recovery of cognitive functions within 
such a time even with classical ECT. Scher- 
er’s observations, therefore, do not include 
the period where impairment can be greatest, 
i.e., Shortly following treatment. 

Avoidance or reduction of undesirable side 
effects has also been claimed for electrother- 
apy with Reiter’s unidirectional current(1, 4, 
34). Summerskill et al.(31) report a psy- 
chological study indicating that post-EST 
confusional effects from the Reiter Electro- 
stimulator are negligible. They administered 
their posttreatment battery within 30 minutes 
after application of current, but they studied 
only the effect of one single treatment, the 
first of a series. Thus, their investigation 
does not deal with the well-known cumula- 
tive effects of several treatments.® 

Even more controversial are the effects of 
conventional ECT on personality functions. 
Numerous psychological studies differ widely 
in their positive and negative appraisal(12, 
20, 23, 25, 26, 29). Some psychological in- 
vestigations of emotional adjustment changes 
effected by the newer techniques are on the 
way or have come out very recently. In the 
above-quoted study, Scherer reports “‘scat- 
tered test evidence ’ that brief stimulus ther- 


5 See in particular Stone’s (30) and Janis’ (13) 
psychological studies. In the latter, Janis describes 
a new and refined technique with which he was able 
to measure residual and more subtle memory defects 
even following the “recovery period” after ECT. 

6 See references 11, p. 38, and 35, p. 102. 

From group Rorschachs. 
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apy shows some positive orientation changes,” 
(27, Pp. 434). 

The present study has a purpose similar to 
the previous and numerous psychological in- 
vestigations of various forms of electrother- 
apy. We are attempting to describe some 
effects of nonconvulsive electric stimulation 
therapy as reflected in psychological test per- 
formances, including measures of intellectual 
and of general personality functions. 

The above studies pointed out the impor- 
tance of testing shortly following treatment 
as well as of studying the cumulative effect 
of aseries. This study tries to take these fac- 
tors into account. There were necessary 
limitations. The study was set in a busy hos- 
pital ward where experimental considerations 
had to be secondary to treatment necessities. 
Immediate posttreatment testing was not al- 
ways possible and a control group of hos- 
pital patients was not available. Investiga- 
tion also had to be limited to standardized 
and quantifiable measurements and thus could 
only explore gross aspects of changes. 


SUBJECTS 


The subjects in the experimental group 
were hospitalized white, male veterans who 
had been designated by the medical staff for 
EST. Of this group, 19 patients who had not 
previously received any form of insulin or 
electric therapy were chosen as subjects for 
the study. Their ages ranged from 21 to 46 
years, with a mean of 29 years. They all pre- 
sented clinically no marked personality dis- 
organization and were considered as severe 
neurotic or mild, borderline schizophrenics. 
Their psychiatric diagnoses are indicated in 
Table 1. 

The control group included 15 subjects 
taken from applicants for treatment at a vet- 
erans mental hygiene clinic. Those applicants 
who were most comparable to the experi- 
mental group, severe neurotics and border- 
line schizophrenics, were chosen (for diag- 
noses see Table 1). All subjects were white, 
male veterans. Their ages ranged from 25 
to 55 years, with a mean of 33 years. The ex- 
perimental and control group were matched 
for intelligence with the Revised Beta Ex- 
amination. 


SELECTION OF TESTS 


A. Tests of Intellectual Functioning.—In- 
vestigations of changes of intellectual func- 
tioning with therapy have commonly used a 
test of general intelligence. In this study 
the Revised Beta Examination(15) served 
this purpose. This test was used because it 
contains many measures of functions likely 
to be affected by organic brain changes, such 
as visual-perceptive discrimination, nonver- 
bal concept formation, visual-motor coordina- 
tion and speed, as well as other tasks involv- 
ing “new learning.” It also is simple to ad- 


TABLE 1 


PsycHIATRIc CLASSIFICATION OF EXPERIMENTAL 
AND ContTROL Group 

Control 

group 

Anxiety reaction, severe 5 

Anxiety reaction with schizoid 
features 

Obsessive compulsive reaction... 

Conversion hysteria 

Asthenic reaction 

Phobic reaction 

Neurosis, prepsychotic state.... 

Neurosis, unclassified 

Schizophrenic reaction, paranoid. 

Schizophrenic reaction, 
unclassified 


Experimental 
Psychiatric diagnosis 


minister and score. For an over-all evalua- 
tion of memory functions the Wechsler Mem- 
ory Scale, Form I(32) was used. Three 
other short verbal tests investigating func- 
tions not specifically dealt with in the Beta 
and the Wechsler Memory Scale, and which 
might be altered by treatment, were included : 
word naming(18) for spontaneity and fluid- 
ity of associations, similarities of Wechsler- 
Bellevue, Form I1(33) for verbal concept 
formation, and vocabulary of Wechsler-Belle- 
vue, Form II, for a measure of verbal facility. 

Rather than use alternate forms, the identi- 
cal battery was given in retesting. Practice 
effect was controlled by means of the control 
group. 

B. Measures of Personality Functions.2— 
The individual form of the Minnesota Multi- 


8 For a more detailed explanation of this part of 
the study, see Perkins(2r1). 


| 
ae 
Schizophrenic reaction, simple... 1 
; 
im! 
| 
‘ 


1952 | 


M. BERAN, J. C. PERKINS AND R. W. SCOLLON 


369 


phasic Personality Inventory (MMPI) (8) 
was chosen because it evaluates a wide range 
of personality functions. This test has been 
found of value in assessing personality 
changes in therapy by several authors (5-7, 
20, 24, 28) despite its limitations as a diag- 
nostic and prognostic tool. The individual 
form of the Rorschach was selected to ex- 
plore more basic and less conscious personal- 
ity characteristics. Twenty signs and patterns, 
modified slightly from the studies of Muench 
(19) and Carr(3), were selected for use in 
this study. The criteria of “normality” es- 
tablished by these authors were applied and 
used for comparison with our pre- and post- 
protocols. 


PROCEDURES 


A. Intellectual Functioning —The 19 sub- 
jects of the experimental group were admin- 
istered, before the first EST, a test battery 
consisting of the Beta; Wechsler Memory, 
Form I; Wechsler-Bellevue, Form II, simi- 
larities ; Wechsler-Bellevue, Form II, vocab- 
ulary; and word naming tests. After the 
10th EST (within o to 6 days, a mean of 3 
days) the tests were readministered to the 
19 subjects. The interval between initial and 
second testing ranged from 17 to 78 days, a 
mean of 30. The 1oth EST was arbitrarily 
chosen as the point of retesting since the 
total number of ESTs varied widely. The 
interval between the first and tenth treatment 
ranged from 13 to 22 days, a mean of 16 
days. 

The subjects of the control group were ad- 
ministered the Beta and the Wechsler Mem- 
ory Scale, Form I, only, when they applied 
for treatment at the VA Mental Hygiene 
Clinic. They were retested with the same 2 
tests a mean of 17 days (range 13 to 28 
days) later, during which time they received 
no treatment. 

Of the 19 subjects in the experimental 
group, 9 were tested for a third time with all 
the tests after EST had been completed and 
the patients were considered sufficiently im- 
proved that they were scheduled to leave the 
hospital on trial visit or to be discharged.° 


® When this study was completed the other 10 of 
the original 19 patients were still receiving EST or 
other types of treatment. 


Their total number of treatments ranged 
from 14 to 41. No controls were available 
for this part of the study. 

B. Personality Functions——This portion 
of the study includes 10 patients of the 19 
in the experimental group. With 2 excep- 
tions, they were identical with those 9 “im- 
proved” subjects previously discussed. The 
2 additional patients were also considered 
sufficiently improved for trial visit. All 10 
patients received the Rorschach and the 
MMPI before treatment. If a patient had 
been given a Rorschach with his diagnostic 
battery upon admission to the hospital, it 
was not repeated, although a month or more 


TABLE 2 


InITIAL MEAN Test Scores OF EXPERIMENTAL AND 
Group 


Difference 
(experimental 
Experimental Control minus 
Test group group control group) 
Revised Beta 
(1Q Points) ..... 101.3 104.0 2.7* 
Wechsler Memory 
Scale I 
(MQ Points) .... 90.5 103.3 3.8* 


* Statistically not significant (p greater than .40) 


might have elapsed. The MMPI was admin- 
istered within 9 days before treatment. All 
tests were repeated within a week after final 
treatment, except for 2 patients, one of 
whom was tested g days and the other 16 
days after termination. 


RESULTS AND DISCUSSION 


The experimental and control groups were 
found to be comparable on the initial scores 
of the Revised Beta as well as of the 
Wechsler Memory Scale, Form I (see Table 
2). 


A.?° INTELLECTUAL FUNCTIONING 


The subjects of the experimental group 
achieved a mean IQ of 101.3 on the first ad- 
ministration of the Revised Beta. Following 
the roth EST treatment, a mean IQ of 104.6 
was achieved, yielding a mean gain of 3.3 
points. This performance was compared 


10 The paragraph notation is identical with that 
under Procedure and indicates the results of the 3 
individual portions of the study. 


| | 
Fil 
AE 
4 
"4 
j 
i 
; 


370 


STUDIES ON PATIENTS UNDERGOING STIMULATION TREATMENT 


[Nov. 


with that of the control group on test-retest 
over a relatively similar time interval during 
which treatment was not received. The ini- 
tial mean IQ of the control group was 104.0. 
Retesting of the control group yielded a 
mean IQ score of 107.5 and a mean gain of 
3.5 points. The difference between the mean 
gains of the 2 groups was found to be .22 
points in fayor of the control group; but a 
“t” test shows that this difference is statis- 


tested a third time at the conclusion of treat- 
ment continued to make gains on the Beta 
and Wechsler Memory. The mean gain of 
the group on the Beta between the second 
(after 10 ESTs) and third (conclusion of 
treatment) testing was 5.22 IQ points and 
between the first and third testings, 6.56 IQ 
points. The mean gain of the group on the 
Wechsler Memory between the second and 
third testings was 7.00 MQ points, and be- 


TABLE 3 


RevisEp Beta AND WECHSLER Memory Form I Scores FoR THE 19 PATIENTS OF 
THE EXPERIMENTAL GroUP IN SUCCESSIVE TESTING 


* 1st testing prior to treatment. 
2nd testing after the roth EST. 
grd testing after termination of EST. 


tically not significant (p greater than .80). 

The subjects of the experimental group 
achieved a mean Wechsler Memory Quotient 
of 99.5 on the first administration of the 
Wechsler Memory Scale I. After the roth 
EST treatment the group achieved a mean 
MQ of 107.9, yielding a difference between 
the means of 8.4 points. This performance 
was compared with that of the control group. 
The initial mean MQ of the control group 
was 103.3. Retesting of the control group 
yielded a mean MOQ score of 110.8 and a 
mean gain of 7.5. The difference between 
the mean gains of the 2 groups was found to 
be .89 points, in favor of the experimental 
group; but a “?” test indicates this difference 
to be not statistically significant (p greater 
than .70). 

The group of nine patients who were 


Total ESTs 


Wechsler Memory Scale | 
and received 


see 
114 105 22 
90 105 17 
97 100 23 
06 110 14 
65 18 
27 

33 

41 

14 


tween the first and third testings 15.67 MQ 
points. It would seem that additional treat- 
ment did not prevent the group from making 
further gains on the test. Since the sample 
was small and there were no controls for 
comparison, the data were not treated statis- 
tically. The individual test scores of the ex- 
perimental group on the Revised Beta Ex- 
amination and the Wechsler Memory Scale 
for the first, second, and third testing appear 
in Table 3. 

Of the 3 additional tests given to the ex- 
perimental group only, the similarities and 
vocabulary tests showed mean gains in 
weighted scores of less than one point in 
both the second and third testings over the 
first testing. The word naming test showed 
a mean gain of 4 words between the first 
and second testings. The group of 9 patients 


| 
BA 
Beta 1Q 
Patient 1st * and 
105 110 
BEG 116 117 
93 99 
108 101 108 
114 99 100 
118 126 140 
120 124 124 
120 108 135 
109 105 100 
104 122 137 
83 80 93 
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who concluded treatment showed a mean 
gain of 10 words between the first and third 
testing. The significance of these findings 
cannot be determined because no controls 
were available. 


B. PERSONALITY FUNCTIONS 


The pre- and posttreatment profiles of the 
MMPI were compared and the results are 
depicted in Fig. 1. For the group of subjects, 


H, DO Hy Py Mp Po Pe Mg 


| 
BEFORE 
AFTER 


T Score 


ep @ 


o o ¢ 


Fic. 1—Mean T-scores of the patients before and 
after electro-stimulation treatment. 


the .o1 level. The schizophrenia scale shows 
a decrease significant at the .o5 level (see 
Table 4). Although the paranoia scale shows 
a marked drop, it was not found to be signi- 
ficant. The significant differences indicate 
that the patients’ attitudes have undergone 
considerable change, but control studies are 
still necessary. 

An analysis of those items showing a 
change in the direction away from deviant 
and abnormal trends was also undertaken. 
The results were similar to the profile com- 
parison and were interpreted to indicate that 
the patients, as a group, experienced a reduc- 
tion of somatic complaints, a lessening of 
fatigue, an increase in feelings of self-con- 
fidence, a decrease in worry, greater emo- 
tional control, an increased ability to get 
along with people, as well as improvement in 
ability to concentrate. These findings of the 
MMPI studies are in agreement with clini- 
cally observed behavioral manifestations and 


TABLE 4 


THE SIGNIFICANCE OF THE DIFFERENCES OF THE MEAN T-ScorES FOR THE VARIOUS SCALES 
OF THE MMPI Berore AND Arter ELECTRO-STIMULATION TREATMENT 


Pretest 
S.D. 


9.30 

6.32 
11.33 
12.30 
14.28 
11.16 
14.48 
10.96 
19.57 
15.93 
19.62 
11.66 


Hs, Hypochondriasis 

D, Depression 

Hy, Hysteria 

Pd, Psychopathic deviate 
Mf, Masculinity-femininity 
Pa, Paranoia 

Pt, Psychasthenia 

Sc, Schizophrenia 


* » less than .o1 
+ p less than .os 


a decrease is noted in the mean T-scores of 
those categories primarily concerned with 
clinical symptoms, thus indicating a general 
reduction of such symptoms. A slight in- 
crease is shown in the validating “?” and L 
scales, which do not measure complaints. 
The majority of individual profiles also show 
a drop in score. When the “?” test for sig- 
nificance was applied, 4 of the scales, hypo- 
chondriasis, depression, hysteria, and psy- 
chasthenia, showed significant reductions at 


Differences Critical 


between ratio of 
means differences 


11.88 2 .08 
6.27 1.3 .66 
9.08 —.2 58 

12.70 —12.9 3.54 * 
8.73 —13.9 3.87 * 
9.39 —8.8 3.33 * 

12.50 —4.5 1.96 
8.26 —2.2 1.05 

11.09 —11.6 1.78 
8.14 —14.5 3.97 * 
9.30 —12.4 2.43 

13.05 —1.3 68 


Posttest 
S.D. 


self-evaluations of the patients in psychiatric 
interviews." 

Pre- and posttreatment Rorschach records 
were analyzed quantitatively on the basis of 
the previously selected 20 signs and patterns 


11 To supplement the clinical observations of im- 
provement, a brief rating scale in essence similar 
to that used by Pacella et al. (20) was utilized. 
Conservatively interpreted on the basis of ratings 
derived from ward personnel, the subjects as a group 
may be said to have shown a “moderate degree of 
improvement.” 
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of “normal” adjustment (see above). For 
the total factors there was a very small posi- 
tive change in the direction of normality but 
this change did not approach statistical sig- 
nificance. If one inspects the tendencies of 
the changes within the 20 Rorschach factors 
(Table 5), one finds that on the basis of the 


TABLE 5 


PATIENTS SHOWING CHANGES IN RorsCHACH 
Signs oF ADJUSTMENT FoLLow1NnG ELEctrRo- 
STIMULATION TREATMENT 


Adjustment 
factor 


Improvement 

Improvement 
minus 
decrement 


M+FC:(CF+C) 
(k+kF+Fk) wt 


K CC ONS KF NH KH OW 


| 


(VIII—X) % 
Do 


3 
4 
3 
I 
8 
9 
4 
I 
9 
3 
6 
6 
2 
4 
3 
4 
8 
5 


NEWEANHWWW OH HB OO NWW WN Decrement 


improvement-minus-decrement column there 
are 4 signs showing indications of improve- 
ment. These are: FC:CF+C, M+FC: 
CF+C, FC, and H+A:(Hd+Ad). They 
suggest that the important trend in Rorsch- 
ach score changes lies in the direction of in- 
creased emotional control and better adjust- 
ment to the environment. 

Examining the individual records accord- 
ing to the Rorschach criteria of adjustment, 
we find that only 2 patients demonstrate 
any outstanding evidence of positive adjust- 
ment change and 2 others a slight degree of 
such change. The remaining 6 show negli- 
gible improvement and in some instances 
even decrement. 

While clinical observation and MMPI 
.show greater positive changes for the group, 
the Rorschach gains were slight. It is sug- 


gested that this might be due to the limita- 
tions of the quantitative method as well as 
the possibility that the Rorschach may be re- 
vealing aspects of the personality that are 
less easily subject to change. Also, the Ror- 
schach is less likely to be influenced by a 
person’s need to present a certain appearance. 


SUMMARY AND CONCLUSION 


It was attempted to study some effects of 
nonconvulsive electric-stimulation as they are 
1eflected in psychological test performances. 
The experimental group consisted of 19 
white, male patients of a veterans hospital 
who were diagnosed as severe neurotic or 
mild, borderline schizophrenics, and who had 
not received insulin or electric therapy be- 
fore. The control group was composed of 
15 white, male patients of a veterans mental 
hygiene clinic carrying similar diagnoses and 
comparable for initial test scores. 

Tests of intellectual functioning (Revised 
Beta Examination, Wechsler Memory Scale, 
Form I, and some other tests of cognitive 
functions ) were administered to the whole ex- 
perimental group before EST and from o to 
6 days after the roth treatment. The control 
group was tested and retested with the Re- 
vised Beta and the Wechsler Memory Scale, 
Form I, at comparable time intervals. All 
tests of the experimental group showed a gain 
in mean scores upon retest after the 1oth 
treatment but this increase was not signifi- 
cantly different from the increase obtained 
in the control group. The conclusion seems 
to be justified that no impairment or gain in 
cognitive functions were discernible as far 
as these functions are measurable by the 
tests used. 

In order to assess the influence of a larger 
number of ESTs, 9 patients of the experi- 
mental group were tested with the same tests 
for a third time after successful completion 
of the treatment series, which varied from 
14to 41 ESTs. The group continued to make 
gains on the tests. As there are no controls 
available for this phase of the study, one can 
only infer that learning ability does not seem 
to be adversely affected by such a number of 
ESTs. 

Ten patients of the experimental group 
were tested with the Minnesota Multiphasic 
Personality Inventory (MMPI) and the 
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Rorschach before and after completion of 
treatment. Significant differences were found 
between the pre- and posttesting for the cate- 
gories hypochondriasis, depression, hysteria, 
and psychasthenia. An item analysis showed 
changes in the direction away from abnormal 
trends, indicating that the patients as a group 
felt reduction in somatic complaints, increase 
in energy and emotional control, as well as 
improvement in the ability to concentrate. 
Quantitative analysis of the Rorschach record 
showed no significant indications of change 
except for, minor alterations pointing up a 
trend toward increase of emotional control 
and adjustment to environment. Statistical 
results must be interpreted in the light of the 
fact that there is no control group for the 
MMPI and Rorschach and that the mean dif- 
ferences might be the result of sampling 
error. 

Further and carefully controlled studies 
are needed. Also needed are additional, more 
refined, and qualitatively oriented psycho- 
logical investigations that may reveal more 
subtle emotional and intellectual changes that 
escape our notice, when we use standard, 
quantitative testing methods. 
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AN EDUCATIONAL PROGRAM FOR DEVELOPMENT OF THE 
“NORMAL” PERSONALITY * 


H. EDMUND BULLIS,? Wirmincton, Dexa. 


In 1938 because of my conviction that we 
were sadly failing in our preventive efforts in 
the field of mental health, I started experi- 
menting in teaching positive mental hygiene 
principles to normal boys and girls in our 
public schools. 

Mental illness and neurotic behavior are 
the results of so many different causes, I do 
not believe that we will ever be successful in 
finding comparable preventive measures in 
the field of mental health to those that have 
been possible in typhoid and other important 
physical diseases. 

One of the accepted and widely used public 
health preventive techniques, when it is im- 
possible to prevent the cause of certain dis- 
eases, is the building up of resistence in indi- 
viduals against those diseases. For example, 
those of us who made the Sicily invasion with 
General Patton were given atabrine daily to 
build up our resistance against malaria. 

Using this type of technique against men- 
tal disabilities of psychological origin, I have 
been working in the public schools of Del- 
aware for a number of years withnormal boys 
and girls ranging in age from II to I5 years. 
The purpose is to try to make these young 
people more emotionally robust, to help them 
progress toward emotional maturity. 

The theory on which these human relations 
classes are operating is that little can be 
learned about personality problems except 
through emotional experiences and that ordi- 
nary teaching or lecturing or giving advice 
fall far short in providing the kind of insight 
that comes out of life encounters with emo- 
tional problems. While it is impossible to 
furnish children in classrooms with real life 
situations to discuss, to learn and to under- 
stand, our efforts and techniques are to en- 
deavor to create as nearly as possible these 
actual “life situations.” 

In 1938 when I began experimenting with 


1 Read at the 108th annual meeting of The Ameri- 
can Psychiatric Association, Atlantic City, N J., 
May 12-16, 1952. 

2 Founder of the Human Relations Class Program 
in Delaware. 


human relations classes as a positive mental 
hygiene program I based my procedures on 
the following assumptions : 

1. The highest priority in education should 
be to help our boys and girls to learn how to 
get along well with themselves and with 
others. 

2. Personality traits, good or bad, are 
learned skills. It is possible to help children 
from preschool age through junior high 
school develop desirable personality traits by 
setting proper examples for them and by en- 
couraging them to practice desirable person- 
ality traits in place of undesirable traits. 

3. If we start early enough it is possible 
to help normal boys and girls build more 
robust personalities—that is, to become more 
emotionally mature so that later in life when 
they are confronted with serious emotional 
problems they may be better able to cope with 
them. 

4. The program should be aimed at nor- 
mal children, not at children with deep emo- 
tional problems. We strive to help them learn 
more about the dynamic force of their emo- 
tions and to come to accept their individual 
emotional strengths and weaknesses. 

5. The program must be conducted by 
those in daily contact with normal children, 
i.e., teachers. We should start now, using 
our present teachers, training them as best 
we can, rather than wait for Utopia, when 
all teachers will have understanding insights 
into behavior problems. 

6. Boys and girls make progress emotion- 
ally only by having emotional experiences. 
They gain insights only by having adequate 
opportunities to discuss such emotional ex- 
periences with understanding individuals. 

Our weekly discussion class generally 
starts with the teacher reading a stimulus 
story that features emotional problems. The 
students are then encouraged to discuss 
freely the emotional problems presented in 
the story, to give an appraisal of the behavior 
of the characters, and then most important of 
all to indicate from their own personal ex- 
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periences parallel situations to those pre- 
sented in the story. In this retelling of per- 
sonal emotional experiences—often bringing 
out into the open problems they had never 
discussed before—a better understanding of 
their actions often results. 

In our human relations classes we stimu- 
late boys and girls to retell perplexing and 
disturbing emotional experiences. Many of 
them find to their surprise that their emo- 
tional problems are not unique, and they are 
often helped by the sympathetic advice of 
their classmates who have had similar experi- 
ences. They are helped by bringing their 
problems out into the open. Frequently some 
of the boys and girls who are hesitant in dis- 
cussing their emotional problems and experi- 
ences in class are motivated to seek out an 
older person with whom to talk over their 
problems. These spirited discussions develop 
more understanding and sympathy among the 
members of the class and tend to make the 
class a more friendly, cooperative group. 

In our fourth human relations class in the 
seventh, eighth, and ninth grades we ask 
pupils to indicate the members of their class 
whom they would choose as class leaders, 
social companions, helpers in school activities, 
etc. Ten simple questions are asked so that 
each member of class makes 10 decisions as 
to the others in class he or she admires or 
wants as associates or friends. Afterwards 
these 10 votes are tabulated for each member 
of the class. Results show that about 15% 
of the students in the average class receive 
no votes or perhaps only 1 or 2, while some 
members of the class receive as high as 50 
votes. 

In similar tests that are given in all grades 
from kindergarten through twelfth grade 
homerooms, we find that in each class about 
15% of the boys and girls are socially unac- 
ceptable to their classmates. Apparently we 
are turning out of our schools about one out 
of 7 with whom the other students desire no 
social contact in school, on the recreational 
field, or at home. Up to the time the class 
acceptability records were made these over- 
looked boys and girls had not learned the fine 
art of making and keeping friends. Un- 
doubtedly from these socially unacceptable 
boys and girls come many of our delinquents 
who seek asocial ways to obtain what they de- 


sire from life. Many of our seriously mal- 
adjusted also come from this group for our 
children growing up greatly need recogni- 
tion ; they need, above all, friends. 

As we have studied the boys and girls 
overlooked in these acceptability records, 
we find that many of them are extremely shy 
or have unfortunate personality traits that ' 
can sometimes be changed by the sympathetic 
and understanding help of teachers and 
others interested. We are constantly search- 
ing for ways of giving these overlooked boys 
and girls some recognition in their classroom 
or extracurricular settings. We encourage 
their teachers to assign them class responsi- 
bilities and suggest they be on the alert to 
discover constructive ways of helping them 
become more accepted. Our class discussions 
frequently bring some of these overlooked 
children into more class prominence. Certain 
shy children experience feelings of success 
they have never known before. Boys with 
juvenile court records frequently make in- 
teresting contributions and thereby achieve 
their first classroom success. 

In Delaware we have been working with 
boys and girls in the sixth, seventh, eighth, 
and sometimes ninth grades. At this period 
they are desperately attempting to change 
their personalities. They are at the peak of 
their enthusiasm and their compassionate 
interest in others. Because of our success to 
date we are not disappointed that we selected 
this age group to work with. We realize, 
however, that if our human relations pro- 
gram is to be truly successful it must be ex- 
panded to cover both lower and higher 
grades. 

After twelve years’ experience with the 
Delaware Human Relations Class Program 
we cannot prove statistically that the mental 
health of the people in our state has improved. 
Unfortunately we cannot boast that the boys 
and girls exposed to our classes have become 
more emotionally mature than boys and girls 
in other states. But we do know from letters 
of parents, from observations made by teach- 
ers and administrators, from statements of 
students themselves, and from our class ac- 
ceptability records that progress is being 
made. School administrators inform us that 
many of the teachers engaged in our human 
relations class program have been decidedly 
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benefited. Many teachers have gained in- 
sights regarding the behavior problems of 
pupils and their own emotional behavior. 

We have published 3 teachers’ handbooks 
each containing 30 lesson plans and 6 teacher 
aids, giving complete information for con- 
ducting our human relations discussion 
classes. Only one book is needed by the 
teacher regardless of the number or size of 
her classes. 

Our Delaware plan has extended to rural 
schools and to large city school systems in 
every state and every Canadian province, to 
Puerto Rico, to the Philippines, and even to 
3 important demonstration schools in West- 
ern Germany. We estimate over 200,000 
boys and girls in more than 7,000 human re- 
lations classes were using Delaware material 
this past school year. 

Because of their interest in the program 
outstanding educators have traveled, some- 
times at their own expense, long distances to 
participate in our Delaware teacher training 
programs. They have come from 18 states, 
gone back to their schools, and organized 
human relations classes. 

The Mental Health Authorities in 14 states 
have shown their interest in our program by 
either sending selected educators to our Del- 
aware human relations workshops or financ- 
ing human relations workshops in their own 
states. 

The main purpose of the Federal Mental 
Health Act is to prevent mental disabilities. 
Obviously if the Mental Health Authorities 
of the various states are to follow out the in- 
tent of the Federal Mental Health Act they 
must find ways and means of developing truly 
preventive programs in their states. Mental 
health clinics, necessary as they are, are not 


truly preventive because the individuals re- 
ferred there are already in emotional difficul- 
ties. 

Practical preventive measures in the field 
of mental health are public health and educa- 
tional responsibilities, not psychiatric respon- 
sibilities. Educators and public health people 
have been reluctant to assume active leader- 
ship, as they have been informed too fre- 
quently by psychiatrists as to their lack of 
insight and understanding of emotional prob- 
lems. At the same time psychiatry has not 
demonstrated real leadership in these so 
necessary preventive activities. 

The average psychiatrist is not fitted by 
training or experience to operate effectively 
in the epidemiological approach necessary in 
successful preventive activities. We badly 
need all the psychiatrists we now have, and 
those who will be trained during the next de- 
cade, in their own clinical and treatment field. 

Educators, because they have more fre- 
quent and more continuous contacts with 
normal boys and girls than does any other 
professional group, must take the major re- 
sponsibility for directing and operating such 
preventive efforts. 

Leaders in disciplines other than psychia- 
try should be urged by psychiatrists to de- 
velop experimental preventive programs in 
schools and communities. We in Delaware 
realize that our program is just “scratching 
the surface.” Much more effective programs 
can be developed if we are able to appeal to 
the interest and ingenuity of leaders in other 
disciplines in the great challenge of preven- 
tion of mental disabilities and neurotic be- 
havior. Of course psychiatrists should ever 
be ready to act as consultants. 
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ELECTROCONVULSIVE THERAPY FOLLOWING SURGICAL 
CORRECTION OF AORTIC COARCTATION BY 
IMPLANTATION OF AN AORTIC ISOGRAFT 


A Case History ? 
J. VICTOR MONKE, M.D., Rocuester, N. Y. 


Unusual medical and physical complica- 
tions in psychiatric patients cause the psychi- 
atrist to question whether such complications 
contraindicate the use of electroconvulsive 
therapy. 

Such a situation occurred at this hospital 
when a depressed man, age 36, presented the 
complication of a 6-cm. aortic isograft im- 
planted one year earlier for the surgical cor- 
rection of an aortic coarctation and aneurysm. 

When evaluation studies enumerated below 
produced no reasons to the contrary, this 
man was given 15 electrically induced grand 
mal seizures without physical injury and with 
psychological benefit. 

Survey of the literature reveals no other 
instance of the administration of convulsive 
therapy to a patient with an aortic implant. 
Recent reports of cases in which rare physi- 
cal and surgical complications did not con- 
traindicate electroconvulsive therapy include 
a patient who had a large portion of the 
cranial vault replaced by a tantalum plate(3), 
and a patient with an extremely severe ky- 
phosis and scoliosis(2). Common contrain- 
dications of electroconvulsive therapy have 
been discussed by Kalinowsky and Hoch(1) 
and Williams and Barrera(4). 

Presenting situation: Patient No. 97026 was a 
36-year-old married unemployed machine operator 
and father of 3 children when he came to this 
psychiatric hospital on January 22, 1951, in a sui- 
cidal emotional state. One year previously he had 
undergone successful chest surgery for the correc- 
tion of an aortic coarctation and aneurysm by im- 
plantation of an aortic isograft. Blood pressure 
values of 170-225/80-120 mm.Hg. in the arms and 
80-90/0 mm.Hg. in the legs had been modified by 
surgery to normal values in the arms and 110-130/0 
mm.Hg. in the legs. 

From the patient’s viewpoint, the surgery was 
unsuccessful for reasons given below. To this view- 
point he reacted with increasing frustration, anger, 
and depression. 


1 From the Department of Psychiatry, University 
of Rochester School of Medicine and Dentistry, 
Strong Memorial and Rochester Municipal Hos- 
pitals, Rochester, N. Y. 
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Since age 12, the patient is known to have had 
anxiety states. These worsened at ages 17, 22, 
and 28. Since age 28 such attacks usually began 
about 3 a.m. when the patient awakened with the 
sensation of a “golf ball size lump in the throat.” 
This was followed by difficulty in swallowing and 
the development of a heavy painful feeling in the 
left precordium. The pain increased for several 
days, gradually to involve the left costal margin, 
the anterior upper left thorax, the anterior axillary 
fold, and the medial aspect of the left arm. Some- 
times sharp stabbing pains were felt running from 
front to back through the left chest. Dyspnea, pal- 
pitation, tachycardia, episternal bulging, numbness, 
tingling in the left hand, pain and soreness in the 
left arm, as well as generalized sweating accom- 
panied the chief symptoms. 

Following a severe attack of anxiety at age 28 
the patient was hospitalized and treated initially as 
having a myocardial infarction. Subsequently, x-ray 
films of the chest revealed typical rib markings of 
aortic coarctation. There was no indication that the 
coarctation was producing any subjective symp- 
toms at that time. Electrocardiograms showed no 
cardiac pathology. 

Thereafter the patient’s emotional needs and the 
physicians’ interest took divergent ways. On the 
one hand, the patient continued to have severe anx- 
iety states every 6-12 months. Of these he had 
great fear and for them he desperately wanted 
help. On the other hand, a series of physicians ob- 
jectively viewed with foreboding the eventual com- 
plications of the patient’s coarctation, devalued 
those portions of his symptom-sign complex that 
did not result directly from the coarctation, and 
insisted that the patient have surgery. 

The patient was fearful and unwilling to have 
the surgery. He doubted that he would be helped. 
It was as though he vaguely knew that the source 
of his symptoms were not in his chest but in his 
emotional adjustment. However, he was unable to 
communicate this fact. He was told that he would 
derive great benefit and increase his longevity to a 
normal life span if he had the surgery. The surgery 
came to mean to the patient that he would be well, 
and with such intellectual and emotional frames of 
reference he agreed to surgery in February 1950. 

But, on the 13th postoperative day the patient 
had a typical anxiety attack! Subsequent to this 
he developed an intense rage toward his physicians. 
When he returned home he found himself unem- 
ployable at his former trade because medical ex- 
aminers looked upon his large chest scar as a poten- 
tial compensation problem. In ‘subsequent months 
he became morose and acted out his troubles in his 
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home and in the community. When 4 months be- 
fore admission to the hospital his wife had to go 
to work, he lost his chief claim to stature as a male, 
An incipient depression rapidly deepened to a 
psychotic level. 

Therapeutic plan: Based on the genetics and 
dynamics of the patient’s emotional illness, a plan 
was devised to treat his depression by hospitaliza- 
tion, to secure muscular rehabilitation through 
physical therapy and to achieve employability as 
soon after discharge as possible through the use of 
vocational rehabilitation agencies and conferences 
with the industrial physicians concerned. 

Course in the hospital: Two weeks of hospital 
psychiatric care did not benefit the patient. Elec- 
troconvulsive therapy became the treatment of 
choice. 

Now the staff were faced with the question, 
“Would grand mal seizures injure the aortic 
isograft?” 

The following studies were applied to the prob- 
lem: Physical examination demonstrated a blood 
pressure in the arms of 135/85 mm.Hg., and in 
the legs of 110/90 mm.Hg. The pulse was 95. The 
thoracotomy scar was well healed with no localized 
tenderness evident. The heart showed a slight en- 
largement to the left, and a soft blowing systolic 
murmur most evident over the mitral area; the 
aortic second sound exceeded the pulmonic second 
sound. There was no history of rheumatic fever. 
The dorsalis pedis arteries were palpable bilaterally. 
Routine laboratory studies of blood and urine were 
within normal limits. Electrocardiography indi- 
cated a sinus tachycardia. (In previous anxiety 
attacks paroxysmal auricular tachycardia was dem- 
onstrated.) Chest fluoroscopy visualized a left ven- 
tricular enlargement with prominent hilar shadows 
and prominent intercostal arteries. (The heart no 
longer impinged upon the esophagus as it had pre- 
operatively.) Ballistocardiography registered ir- 
regular complexes with marked variation and low 
amplitude. Exercise tolerance studies indicated that 
the patient was susceptible to hyperventilation. 
This resulted in a physical fitness index of only 
25-35% of normal. Radiography of the vertebra 
ruled out the presence of a cervical rib or abnor- 
malities of the dorsal vertebrae. Surgical and 
orthopedic consultations gave the opinion that the 
aortic isograft was successful in its function and 
not vulnerable to damage by grand mal seizures. 

Between the 23rd and 55th day of hospitalization 


15 grand mal seizures were produced through 
electroshock. Each day the patient was seen psy- 
chotherapeutically in a supportive and superficially 
interpretive manner. Five days after the last sei- 
zure, he delivered himself of a tremendous out- 
burst of anger toward family, doctors, and hospitals. 
Subsequently, he became less provocative, less 
guilty, and more cooperative. 

Physiotherapy produced quite a marked increase 
in the patient’s muscular strength and endurance 
through muscle training exercises. 

The patient was discharged on the 68th hospital 
day. Shortly afterwards a restudy of the physical 
fitness index gave a value of about 50%. 

Twenty-one days after discharge, with brief 
assistance from a vocational rehabilitation agency, 
and facilitated by conversations between the pa- 
tient’s physician and the industrial physician for 
one of the patient’s former employers, the patient 
obtained employment in his trade. For the first 
time in months, he slept a night through without 
a large dose of paraldehyde. 


CoNCLUSION 


Electroconvulsive therapy, producing grand 
mal seizures, has been successfully given to 
a patient with a 6-cm. aortic isograft of one 
year without evident injury to the isograft 
and with marked psychological benefit to the 
patient. 
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A SIMPLE HYPNOTIZING TECHNIQUE WITH THE AID OF 
THE COLOR-CONTRAST ACTION? 


BERTHOLD STOKVIS, M.D., AmsterpaM, THe NeTHERLANDS 


Customary hypnotizing techniques entail 
an element of risk. This applies both to the 
methods of verbal suggestion and to those of 
sensory stimulation (haptic, optical, acoustic, 
thermic, vestibular stimuli). The risk in 
question is specially inherent in the fascina- 
tion method ; in some cases the hypnotist may 
get tired before the patient does! 

When the hypnotist looks into the patient’s 
eyes or makes him stare at some brilliant 
object (e.g., a reflex hammer) while assuring 
him that he will fall asleep, there will be a 
double disappointment for the physician if 
the patient persists in remaining awake. In 
the first place he loses the confidence of the 
patient, who, rightly or wrongly, will think 
that he cannot hypnotize, and secondly, what 
is worse still, the hypnotist will lose the 
confidence in his own ability, which will ad- 
versely affect his self-assured attitude toward 
the patient with the well-known result: hyp- 
nosis is abandoned as a therapeutic aid. 
There is, however, a fixation method that is 
an exception to this, i.e., the “color-contrast” 
method, the basic principle of which was 
laid down by Levy-Suhl in 1908. 

Here follows a description of the technique 
of the method that we have applied for many 
years in the Leyden Psychiatric Clinic. The 
patient is asked to lie on a couch and is 
handed a piece of cardboard 14 x 23 cm, plain 
grey in color, on which 2 strips of paper, 
each measuring 3.2x8 cm and respectively 
light yellow and blue (not shiny), have been 
neatly pasted without any fold, in such a way 
that a space of 5 mm remains between the 2 
colored strips. (The writer usually rounds off 
the bottom-right-hand corner of the piece of 
cardboard to prevent the sharp point from 
irritating the patient who holds it in his right 
hand.) The patient with normal eyesight is 
told to hold the card at arm’s length. 

The couch is placed in such a way that the 
light falls on the complementary colors. 
While the patient, in accordance with the 
instructions given him, fixes without inter- 


1From the Psychosomatic Department of the 
Leyden State University (Chief: Prof. Dr. E. A. 
D. E. Carp). 


380 


ruption the slit between the 2 colored strips 
on the cardboard, he is asked about what ex- 
actly he sees there. He will naturally reply: 
“A piece of grey cardboard on which a yellow 
strip is pasted on the left, and a blue one to 
the right of it, with a grey slit between.” 
The patient is told that, as he continues to 
watch the picture, especially the slit, he will 
soon observe some additional colors appear- 
ing. These chromatic phenomena, as a gen- 
eral rule, will be observed physiologically by 
any normal person, including the so-called 
“red-green dichromatics,” and by all “anom- 
alous trichromats”; they consist in the ap- 
pearance of the respective complementary 
colors along the outside edges of the yellow 
and blue strips. 

“When you have seen the color phenomena 
appear, that will be the proof that the hyp- 
notic state is going to set in,” I tell the pa- 
tient. “In fact the appearance of the colors 
is the first sign of the effect of the hypnotic 
influence ; it is a kind of fatigue phenomenon 
of the eyes,” I assure him. 

“In the same way as you have seen these 
color phenomena, you will observe some 
other signs of the approaching hypnotic state. 
Do keep looking at the slit; then you will 
soon see that the inner edge of the blue strip, 
that is to say, the edge bordering on the 
slit, becomes more intensely blue, while the 
rest of the blue strip will be a much duller 
shade. In precisely the same manner you will 
notice that the part of the yellow immediately 
bordering on the grey slit becomes more in- 
tensely yellow, while the rest of the yellow 
strip becomes more faintly yellow. Just keep 
watching sharply . . . . keep looking fixedly 
at the slit . . . . look very closely ; you will 
see something else happen as well. You will 
also see colors appear in the slit; you will 
see a yellow border appear along the edge 
of the blue strip, and a blue border along 
the edge of the yellow strip. These two 
newly made colors will touch at about the 
center of the slit; now and then they will 
overlap; they may even disappear for a 
moment or two; perhaps because your con- 
sciousness is now beginning to waver, owing 
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to the hypnotic condition, which is on the 
point of setting in.” I continue in this (pur- 
posely longwinded) strain. 

Although the patient may perhaps feel 
somewhat skeptical at first toward this 
method of treatment, there is no doubt that 
by this time he will have abandoned this 
attitude; for he now sees before his eyes, 
point for point, that what is being told him 
is also actually happening, with the result 
that his confidence in the physician will in- 
crease correspondingly. 

“You remember what I told you just now” 
(1 continue very softly and monotonously) 
“that, as you observed the color phenomena, 
you will find that your eyelids are getting 
heavier and heavier . . . . still heavier all 
the time... . you will feel that you are 
getting more and more tired . . . . tired and 
weary . . ... and you will soon get so tired 
that you would just love to shut your eyes. 
When you feel like that don’t resist... . 
don’t resist .... you may close your 


The patient now reclines with his eyes 
closed; he breathes restfully as he would 
when asleep. He has dropped the hand hold- 


ing the cardboard ; I carefully take the card- 
board from him, and say: “Just recline quite 


comfortably. Keep breathing deeply and 
regularly and only listen to what I am going 
to tell you now. You can hear me, of course, 
can’t you?”—the patient whispers “Yes”— 
“all right then, listen. You are now in a 
sufficiently restful state for me to have a good 
influence on your mental and physical condi- 
tion.” 

I continue in this strain, expressing dif- 
ferent suggestions (all according to the case 
under treatment) in slow, soft but emphatic 
tones, stressing each word separately, and re- 
peating the same things over and over again, 
using different words each time. 

When the patient has spent, say, 15 min- 
utes in this situation, I continue, “ In a few 
moments I shall ask you to open your eyes 
and you will then feel absolutely fit and well ; 
quite fresh, and without any traces of your 
former condition. Now when I say One, in 
a moment or so, you are going to feel that 
the fatigue and the drowsiness are sliding 
off you. When I say Two, you may open 
your eyes, and when I say Three, you will 
feel quite fresh and bright again.” I now 


say [softly ] “One; you are feeling the fatigue 
and drowsiness slipping away”... . I now 
say “Two [a little louder] and you may open 
your eyes again” ....and I now say “Three 
[in ordinary speaking voice] and you are 
feeling quite fresh again.” 

It often happens that a patient (although 
he may feel better after the hypnotic treat- 
ment) raises the objection that he did not, 
in fact, really sleep at all; that he heard and 
understood exactly what was said to him; 
that he was perfectly aware all the time of 
the place and the circumstances in which he 
was, but “nevertheless” feels it has done him 
good, “sleep or no sleep.” 

This remark on the part of the patient is 
on a par with the erroneous conception the 
average laymen has of the hypnotic state, 
which he usually regards as identical with 
deep sleep. For this reason it is necessary to 
point out to him that a person under hypnosis 
is in no way precluded from following and 
understanding exactly what happens around 
him or what is said to him. It should be 
stressed that the situation from which he 
has just emerged was definitely, both scien- 
tifically and practically, a “genuine hypnosis,” 
so that he may confidently expect the treat- 
ment to be attended by success. This, after 
all, is what matters to him. 

These objections on the part of the patient 
may also be countered by remarking that it 
was far from the doctor’s intention to pro- 
voke the state of deep sleep, coupled with 
complete loss of consciousness, already at 
the first attempt at hypnotization, since that 
might have frightened him away from sub- 
jecting himself to further “experimentation.” 
This, in fact, entirely agrees with our factual 
experience that to provoke a deep lowering 
of consciousness not only fails to produce 
advantage, but is, on the contrary, even un- 
desirable in applying hypnosis therapeutic- 
ally. 

Only in those cases where this state is 
provoked for the purpose of studying psy- 
chosomatic pheuomena can there be any 
necessity for producing a deep hypnotic state. 

The working method here described has 
proved not only to yield beneficial results as 
a psychotherapeutic treatment, but in addition 
to be a valuable aid in psychosomatic in- 
vestigation. 
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CASE REPORTS 


SPECIFIC PRECIPITATING FACTOR IN AN ACUTE PSYCHOSIS‘ 
NORMAN C. MORGAN, M.D., Warren, PENNA. 


That precipitating factors leading to an 
acute psychotic break may be specific appears 
exemplified by the catatonic schizophrenic 
reaction reported below: 

The patient was a 30-year old white fe- 
male, admitted August 25, 1951. The illness 
began in June of the same year. The first 
symptoms were confusion and irritability. 
Then she developed a fear that her brother, 
a priest located in a distant state, whom she 
greatly admired, would never see her again, 
that she would not be allowed to remain at 
the convent where she was a novitiate, and 
that her sacrifices were not as great as others. 
She wrote several confused letters to her 
priest brother. Subsequently she developed 
characteristic bizarre schizophrenic symp- 
toms of symbolic meanings, distorted use of 
language, hallucinations of the Holy Ghost 
talking to her, and visions of the Holy Ghost, 
the Blessed Virgin, and the Child. Of spe- 
cific interest was her belief that a hole being 
dug on the convent lawn was her brother’s 
grave. 

On admission to the hospital, she was al- 
ternately quiet and cooperative, and destruc- 
tive, suspicious, and belligerent. She was 
alternately mute and voluble, manneristic and 
preoccupied. She attempted suicide by im- 
mersing her head in a bowl of water. 

Electric shock therapy was commenced the 
fifth hospital day and she had 8 treatments 
in the ensuing 10 days with great improve- 
ment. Two weeks later her symptoms recur- 
red and she received 20 additional electric 
shock treatments during the next 2 months. 

She made progressive improvement during 
the ensuing months until leave of absence was 
granted in May, 1952. Except for external 
circumstances, she might have left the hos- 
pital sooner. 

Understanding of the precipitating factors 
was gained when the patient was being con- 
sidered for leave of absence. The question 
of the advisability of her taking final vows 
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and the possibility of relapse were discussed. 
The patient insisted she felt relapse was 
impossible but was reluctant at first to sub- 
stantiate her feeling. She asked for a de- 
tailed description of the onset of her symp- 
toms which had never been given before. 
She seemed relieved and then provided the 
following analysis of her illness: 

When she was about 14 years old she first 
had sexual relations with a brother (not the 
priest). Although both felt much guilt, this 
practice persisted over the next II years. 
At various periods one or the other would be 
away from home but incest would always 
recur when they were together. Finally her 
brother married in 1946, partially in order to 
break off the relations, and there were no 
further incestual desires. The patient became 
a novitiate in 1948 after making several 
efforts to join a religious order. 

Throughout these years, she felt she should 
make confession of her sin, but could not 
make herself do so. She finally felt that the 
only priest to whom she could make the con- 
fession was her brother ; also she felt the con- 
fession had to be made before she was to 
take her final vows in 1952. In June 1951, 
the priest-brother returned home for a visit 
affording the patient the only chance she 
would have for the confession before the 
final vows. However, the sin appeared so 
overwhelming to her that she still could not 
make the confession. The brother returned 
to his parish at the end of June, the patient 
having failed to discharge her self-imposed 
duty. 

At this time, the confusion that had been 
mounting within her became obvious to 
others and resulted in her commitment 8 
weeks later. She could not recall the first 
weeks of her hospitalization. She did recall 
the last several electric shock treatments. 
She said, “The last 3 weren’t necessary. I 
was well then. When I came to I realized 
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where I was, I knew why—I knew I had to 
make that confession to get well. I told 
Father—[the hospital Chaplain] all about it. 
Ever since then I’ve known I was all right.” 

Her “feeling” that the burden of her sin 
was the cause of her illness amounted to con- 
viction when she learned that the onset of 


symptoms actually coincided with her failure 
to make the confession to her priest-brother. 
It is the writer’s opinion that this acute 
illness was a disruptive response to a specific 
conflict, which has been largely eliminated as 
a potential source of future disturbance by 
confession and devotion to a religious life. 
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CORRESPONDENCE 


PSYCHOLOGICAL REACTIONS IN AN EMERGENCY (EARTHQUAKE) 


Editor, AMERICAN JOURNAL OF PSYCHIATRY : 


Sir: W.C. Menninger’s report on the Kan- 
sas flood shows the great importance of col- 
lecting such observations. Despite old world 
experiences, we are in the dark as to the pos- 
sible reactions of our population to grave 
emergencies of any kind. Therefore, we can- 
not have enough supplemental experiences 
from other catastrophes that may serve as 
test cases. We have every reason to revise 
the ominous predictions of our continental 
friends as to the ability of the civilians “to 
take it.” While the Orson Wells prewar 
“invasion from Mars” broadcast was given 
undue publicity, reports on actual catas- 
trophes should bear more weight. 

The recent series of earthquakes in Kern 
County offered an opportunity for some ad- 
ditional observations to those mentioned in 
Menninger’s report. Since the facilities of 
“about 100 trained psychiatrists” were not 
available here, the impressions of a single 
observer are naturally limited and personal. 
They can be compared with similar experi- 
ences he had on 3 continents during the last 
decades, including 2 world wars and the 
Sino-Japanese “incident.” 

On July 21, and again on August 22, Kern 
County experienced severe earthquakes. The 
first wrecked the business disirict of the 
small mountain town of Tehachapi and 
killed 14 people; the second apparently was 
concentrated on the downtown business dis- 
trict of Bakersfield, with the ensuing destruc- 
tion of many older business buildings, re- 
quiring the temporary roping off of 68 city 
blocks. The loss of life was miraculously 
minimal in spite of the rush hour and the 
collapse of many walls and roofs. While the 
first quake occurred in the early morning 
(about 5: 00 o’clock), the last one took place 
in the midst of a busy afternoon at 3:30. 
There were numerous after-temblors and 
minor shocks between July 21 and August 22 
and since then. These were the first major 
earthquakes in the history of Bakersfield 
since its founding around 1860. The Greater 
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Bakersfield area has a population of approx- 
imately 115,000 and is a flourishing agricul- 
tural and oil center. 

The first earthquake caused tremendous 
damage to the 25-year-old county hospital. 
Three-fourths of its facilities had to be evac- 
uated. A great number of public buildings, 
the City Hall, the Court House, and numer- 
ous public schools, which had suffered from 
the first quake, were damaged beyond use 
by the second major shock, later requiring 
demolition. There are cracks in the walls and 
ceilings of practically every building in the 
city. 

Five minutes after the August 22 shake, 
I was called to the collapsed structure of the 
Kern County Equipment Company, which 
offered a sight of rubble and debris compar- 
able to a blitz. While the crews were work- 
ing on all sides to rescue missing people from 
under the debris, including one fatality, there 
was no panic. At that time the total loss of 
human life was believed to be much higher 
than it later fortunately proved to be. A 
woman running out of a downtown store was 
killed by a falling wall. There were many 
individual cases of calmness. One office girl, 
for example, took her typewriter from the 
cracked administration building of the local 
college during the second quake and con- 
tinued her typing on the lawn. (She was 
doing a report of the damage of the first 
quake.) Temporary discontinuation of elec- 
tricity made clear the value of portable radios 
in such emergencies. The remarkable pres- 
ervation of their composure by individuals, 
by and large, throughout the community 
(whether it was on the surface or not) was 
no doubt due to the conditioning of people by 
the first earthquake and the subsequent tem- 
blors. There has been no exodus to any ex- 
tent from this community, except for some 
migratory workers who left in a hurry. The 
disruption of public life due to the destruc- 
tion of churches and schools (200 classrooms 
were condemned) was and still is more 
serious than at first appeared. 
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Rumors and fears, of course, turned up 
immediately. After each quake, supposed 
announcements of further severe shocks to 
come were circulated. Dust rising from the 
nearby Tehachapi mountain range was in- 
terpreted as a reactivated volcano. A most 
sensible denial from the local press immedi- 
ately dispelled any further spreading of such 
stories. As a cross sampling, I compiled 
some statistics and found that 19 of a group 
of 25 adults did not know that earthquakes 
are followed by after-temblors for a con- 
siderable length of time. Fifteen were con- 
vinced that the earth might open up and 
swallow houses, men, and beasts, then close 
again. This is a wide-spread belief, although 
such an occurrence has never been seen dur- 
ing the last 2 centuries in any part of the 
world where earthquakes are extremely com- 
mon and well observed (Japan, India, etc.). 
Manifestations of hypomanic exhilaration by 
unharmed survivors were evidenced in the 
population in the form of silly jokes (“Quak- 
ersfield”), and a stream of out-of-town sight- 
seers the following Sunday who thoroughly 
enjoyed other people’s distress. A well-in- 
tentioned lady characterized the regular mid- 
night after-temblor as “Old Faithful”, and 
the morning after-temblor as “Big Ben.” 
This grim humor (“gallows humor”) after 
severe shocks deserves further investigation. 

It seemed impossible to avoid exaggera- 
tions in both directions. The sensational 
overdoing of some outside press reports was 
matched by the understatement of a well- 
meaning counselor who tried to explain away 
actual continued after-temblors as the feeling 
of shakiness of anxious persons. A Fresno 
newspaper, in an editorial, made the highly 
questionable statement that what happened 
to Bakersfield could never happen to their 
city. Whether it was necessary and wise in 
a time of excitement to hurriedly fire a 
hundred employees no longer needed for the 


shrunken county hospital might be a matter of 
discussion. 

The effect of catastrophes as reflected in 
private practice, although probably neither 
new nor original, still deserves mention: The 
nice differentiation between anxiety and fear, 
as found in our textbooks, can hardly be up- 
held by anybody observing their fusion in 
emergencies. In general, the relatives of 
many psychiatric patients were much more 
upset than the patients themselves. However, 
the precipitating factor for psychotic reac- 
tions appeared very likely in a businessman 
who lost all his property and responded with 
an acute severe depression that he had ex- 
perienced a few times previously in his life. 
A paranoid patient confiscated a car in order 
to go and save the hard hit mountain town 
of Tehachapi after the first quake. A young 
woman of 27 years with a severe anxiety 
neurosis, who had undergone the London 
blitz, collapsed and expired after a minor 
after-temblor. The post-mortem did not 
show sufficient findings to explain her death, 
which may belong to the highly controversial 
group of psychogenic cardiac deaths. 

There was a new awareness among people 
when the beautiful security of everyday life 
was shaken. The experience of human frailty 
needed no existential explanation. This city 
knows that neither the occurrence of earth- 
quakes nor their disappearance can ever be 
predicted : “the readiness is all.” 

In this preliminary communication, no 
further details can be given at present. I 
wished to report on the remarkable strength 
of resistance in general by a medium-sized 
typical American community, which rallied 
to reconstruct their hard-hit city immediately 
after the disaster. We need not be too pessi- 
mistic about the resources of our population 
under stress, which can compare with the 
fortitude of any other nation at any time. 

Ricuarp D. Lozewenserc, M.D., 
Bakersfield, Calif. 
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THE COMMITTEE STRUCTURE OF THE AMERICAN PSYCHIATRIC 
ASSOCIATION 


Of all the policy decisions made within The 
American Psychiatric Association, probably 
none has been more momentous and has had 
more far-reaching consequences than the de- 
cision to shift the Association from the status 
of an organization primarily active only at 
the time of its annual meeting to the status 
of one continuously at work throughout the 
whole year. And in the implementing of this 
decision the committees of the Association 
have played a most notable part. 

It is true, of course, that to bring about so 
fundamental a change in the life of the As- 
sociation a great series of shifts had to be 
worked out and new key developments fos- 
tered. The setting up of the Medical Di- 
rector’s Office was one of these ; the decision 
to bring out the JourNAL on a monthly, 
rather than a two-monthly, basis was another ; 
and a most sensible increase in the amount of 
work transacted by the Council and by its 
Executive Committee was still a third. 

This policy decision to move over to a 
basis of continuous action through the year, 
which had been maturing in the minds of the 
membership over a considerable period, was 
the outcome of a realization that we had a 
growing responsibility to give public leader- 
ship in the maintenance and enhancement of 
the psychiatric health of the populaticns that 
we served. 

There has also been an increasingly firm 
conviction that our contributions must take 
the form not only of our specialized knowl- 
edge but also of the leadership that we can 
give to organizations such as those concerned 
with recreation and rehabilitation, to key 
social institutions such as those of the law 
and of education, and to the public in general. 

Hence the Association has turned to the 
tremendous and growing reservoir of skill 
and capacity that it has in its wideflung mem- 
bership. This most crucial problem has en- 
gaged our attention now over many years— 
how to mobilize the immense potential re- 
sources of our membership in a way that will 
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be at once majorly economical and maxim- 
ally effective. 

This recognition of the dynamic and lead- 
ership role of the Association in the life of 
our times has hammered out a series of 
changes in our concept of the work of the 
individual committee. Dr. W. C. Menninger, 
chairman of the Coordinating Committee on 
Community Aspects, in a recent communica- 
tion has stated this with clarity and with 
force. He says: “I feel that the basic problem 
of what is the function and responsibility of 
a committee can be simply stated in two 
areas: (1) to give leadership to the members 
of the Association in its field of activity; 
(2) to give psychiatric leadership to inter- 
ested individuals, groups, and movements 
outside of the organization related to the 
committee’s field of activity. This is almost 
a presumptuous assignment, if we were to 
assume that only 5 members in an organiza- 
tion of 7,000 in a population of many millions 
of people could be very effective by them- 
selves. Therefore, I think your thought of 
extending as rapidly and as effectively as we 
can the coordinated planning, actions, and 
implementation of any one committee’s ac- 
tivities through our district and affiliate so- 
ciety groups is a good one. It is a very real 
problem as to how much leadership a com- 
mittee can give because of limitations of man 
power and time.” 

This widely accepted concept of the func- 
tion and responsibility of committees has in 
turn led to a great deal of thought and 
planning, which may be briefly considered in 
3 major areas, as follows. 

1. The strengthening of the internal ef- 
fectiveness of each committee. After con- 
siderable trial and error, 6-member com- 
mittees have been found most effective, save 
in special circumstances. The extremely 
difficult question of whether that membership 
should be drawn from a fairly limited lo- 
cality so that the members can readily get 
together, or whether the membership should 
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be set up on a geographically representative 
basis, has found some measure of solution 
insofar that where it is of prime necessity 
that contact should be maintained with our 
whole territory—as in the case of the Com- 
mittee on Membership, or the Program Com- 
mittee—a geographical plan has been fol- 
lowed ; but where it is of more importance 
that quick decisions should be achieved, then 
there has tended to be some concentration 
of the membership of the committee in a 
more limited region. 

Many suggestions have been brought for- 
ward for increasing the working power of a 
given committee, among them being that a 
committee should have permission to set up 
correspondents or associates. This has gen- 
erally been regarded favorably, provided 
these additional individuals are not consid- 
ered official members of the committee and 
provided their appointment follows routine 
channels. A proposal that is being actively 
pushed at the present time is that the stand- 
ing committees should endeavor to work 
in the closest possible relationship with the 
committee structure of the district branches 
and affiliate societies. These bodies have been 
increasing in number with remarkable speed, 
particularly since the war, and a number of 
joint meetings of the representatives of the 
standing committees and of the district 
branches and affiliate societies have been held, 
with more meetings planned. Dr. William 
Malamud, chairman of the Coordinating 
Committee on Technical Aspects, has re- 
cently advanced the suggestion that repre- 
sentatives from the district branches and 
affiliate societies should be asked to attend 
the meetings of the Coordinating Committees 
that are held at the time of the annual meet- 
ings of the Association and that represent 
a general review of the work of the whole 
bloc of committees. It is felt that if a satis- 
factory working relationship can be estab- 
lished between these 2 exceptionally im- 
portant divisions of the Association—namely, 
the standing committees on the one hand, 
and the committee structure of the district 
branches and affiliate societies on the other— 
a powerful increase in effectiveness of the 
work of the Association can be anticipated. 

The perennial question of the financing of 


the committees is still largely unsolved. The 
Council has now approved a policy whereby, 
with its sanction, an individual committee can 
seek funds from a foundation or other source 
for a Council-approved project. This is a 
plan that has been successfully executed by 
a limited number of committees; there is no 
doubt that it could be very greatly expanded. 
Our Medical Director, Dr. Daniel Blain, is 
currently urging that standing committees 
should consider the possibility of setting up 
their work, in part or whole, in the form of 
3-year projects for which financial support 
could be sought from a foundation or other 
source. 

2. Methods of integrating the work of the 
committees with each other. Subsequent 
to World War II there was a rapid expan- 
sion in the number of committees, and within 
a very few years it became impossible for 
these committees to have their individual re- 
ports fully assessed by Council at its regular 
meetings. Moreover, it was felt that a con- 
siderable degree of overlap in the work of 
the committees was beginning to appear. A 
Committee on Committees was set up, the 
terms of reference of each committtee were 
set after consultation, and the merging of a 
limited number of the committees was ad- 
vised. An important development was in- 
itiated by Dr. J. C. Whitehorn in the form of 
grouping the committees into 3 main cate- 
gories: namely, those concerned with the 
Community Aspects, the Technical Aspects, 
and the Professional Standards, of psychi- 
atry—the remaining committees being left 
ungrouped and described as “Housekeeping 
Committees.” This integration of the com- 
mittees under coordinating chairmen who 
have had previous experience on Council has 
resulted in the possibility of Council giving 
much more effective consideration to the rec- 
ommendations submitted to it by the com- 
mittees at the annual meetings, and has re- 
sulted in a general increase in the incisiveness 
of the atttack being made by the committees 
on their problems. 

3. The application of the recommendations 
and plans produced by the committees. This 
third area is being given active consideration 
by Dr. F. J. Braceland, chairman of the Co- 
ordinating Committee on Professional Stand- 
ards, thought being specially directed to- 
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ward the possibility of abstracting any 
essentials of the committee’s report and find- 
ing a medium whereby they can be presented 
to the membership as a whole. This matter 
has its counterpart on a still larger scale, for 
if our leadership is to be truly effective we 
must find ways of uniting our efforts with 
those of forward-looking individuals and 
groups in our great social institutions of law, 
of education, and of health. There is already 
a great and growing demand for our reports 
from many bodies, not only in the countries 
that we immediately serve but in many other 
countries across the world. There is a de- 


mand for leadership from service clubs, from 
national recreational groups, from those con- 
cerned with legal reforms, from the armed 
forces, and, indeed, from the whole range and 
complexity of the rapidly evolving institu- 
tions that are weaving the texture of the 
quick-forming patterns of our days. 

The picture of the committee structure 
of The American Psychiatric Association is 
incomplete without reference to the work of 
the ad hoc committees and the special boards, 
but the proper limits of this page preclude 
more than their mention. 

D. Ewen Cameron, M.D. 


MADNESS 


We are all mad in our dreams, when outer impressions do not check our galloping ideas ; 
and marginal madness plays about us in our waking thoughts; as a dog will scurry before 
and behind his pedestrian master and is whistled for sometimes in vain. Great passions 
and excitements touch madness at their summit: so that madness is not really an inhuman 
or demonic thing. It is only too domestic, too individually human, too headstrong to keep 
in step with things; so that if it becomes central and directive, it dashes us against the 
rocks. Not always, however, so soon or so fatally as a summary view might suggest. 
A boat may lean over very far in the wind without capsizing, when there is ballast and 
momentum enough; and a mind can yield to a vast deal of extravagance without coming 


to grief. 


—Santayana 
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COMMENT 


SIR CHARLES S. SHERRINGTON 


A TRIBUTE 


Sir Charles S. Sherrington died on March 
4, 1952, at the age of 95 years. No man in the 
modern history of medicine has had so great 
an influence on the development of neuro- 
physiology and the understanding of clinical 
phenomena that occur in patients with lesions 
in the nervous system. Many honors were 
bestowed on this quiet, shy, retiring scientist. 
He was the Nobel Laureate for Medicine in 
1932, and his many scientific achievements 
were recognized by the awarding of honorary 
degrees by universities throughout the world. 
He was awarded the Royal and Copley Medal 
of the Royal Society, the Hughlings Jackson 
Medal of the Royal Society of Medicine, the 
Retzius Medal of the Swedish Royal Acad- 
emy, and the Baly Gold Medal of the Royal 
College of Physicians. He was elected to 
honorary membership in many foreign medi- 
cal societies. 

Sherrington was born in London on No- 
vember 27, 1857, and received his education 
at Cambridge. His academic appointments 
included those of professor of pathology at 
the University of London, professor of phys- 
iology at Liverpool, and professor of physiol- 
ogy at Oxford. He held the latter chair from 
1913 until his retirement in 1935. 


Sherrington was attracted to neurophysi- 
ology at the onset of his career by the ex- 
perimental studies of Fritsch, Hitzig, and 
Ferrier. His first published works were 
studies of the nervous system of decorticate 
dogs. Among the more important of his 
physiological studies were the following : the 
peripheral distribution of the posterior roots 
of spinal nerves; the identification of pro- 
prioceptive endings in muscles; the ataxia 
and loss of tendon reflexes secondary to sec- 
tion of the posterior roots; the analysis of 
decerebrate rigidity ; and the elucidation of 
the concepts of the synapse and the stretch 
reflex. So many of the facts that Sherrington 
discovered by painstaking investigation are 
taken for granted at presen? that it is diffi- 
cult for students to realize these facts were 
entirely unknown less than 50 years ago. 

Sherrington was a versatile man. He was 
a philosopher, teacher, and student of poetry, 
art, and the cultural background of medicine. 
His name will be immortal because of the 
great advances he has made in our knowledge 
of the physiology of the nervous system. 


H. Houston Merritt, M.D. 


CURRENT CONCEPTS OF OCCUPATIONAL THERAPY 


As it is practiced in the psychiatric hos- 
pitals of this country, occupational therapy 
varies greatly, not only from one institution 
to another, but even within one hospital. 
This comment is not intended as a ready 
reference on the proper use of such treat- 
ment. It is but a clarifying statement for 
psychiatrists who have not had the opportu- 
nity of observing an occupational therapy pro- 
gram dedicated to meeting specific emotional 
needs of patients through activity. That such 
an orientation is desired shows occupational 
therapy to be a rapidly maturing young pro- 
fession : young because its variable standards 


are partially the result of a membership that 
includes those originally qualified on the basis 
of experience or very limited training ; and 
maturing because it has the assurance essen- 
tial to critical self-evaluation. 

There seem to be two common points of 
confusion as to the nature of occupational 
therapy. There are those who think that it 
is “keeping patients busy,” and others who 
identify it with the production of hand work, 
Both of these objectives have their place, but 
as ends in themselves they represent a mis- 
conception considered outgrown by those well 
oriented in the field. “Busyness” can be 
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therapeutic, but only when the activity estab- 
lishes a new and healthier pattern of behavior. 
This may be accomplished through pleasant 
relationships and the elimination of factors 
threatening to the patient. It may result also 
from the patient’s ability to sublimate his 
problem-creating needs in the activity pro- 
vided ; specifically, occupational therapy is 
often of great value in helping the patient to 
handle hostile and erotic drives. Making 
something that is beautiful or useful is satis- 
fying to everyone, but it is occupational 
therapy only when its production is planned 
to enable the patient to think better of him- 
self, and to relate in an improved manner to 
his instructor, to those who admire the proj- 
ect, or to the person to whom he gives it. 
The aim of occupational therapy is thus de- 
fined as a technique to produce healthier be- 
havior, and improved interpersonal relation- 
ships, through the medium of planned ac- 
tivity. 

Any program of intensive psychiatric treat- 
ment is determined by the nature and needs 
of the individual patient. So it is with occu- 
pational therapy in the active treatment unit. 
It is, as we conceive it, dependent upon the 
psychiatrist. He provides us with the essen- 
tial clues to our role in meeting the psycho- 
logical needs of the patient; or, where the 
treatment is planned by the team, the doctor 
is the keystone of that team. The occupa- 
tional therapist cannot fulfill his part of the 
treatment program effectively without know- 
ing the needs of the individual patient. They 
determine the selection of activity, the ap- 
proach to the patient, and the management 
of the interpersonal situation. Activity blindly 
promoted may frequently have ameliorative 
effects but since such effects are accidental it 
can hardly be called “therapy.” 

Therapeutic activity can provide a variety 
of experiences to meet specific needs. The 
project that fails may have more therapeutic 
value than one successfully completed. In 
such an instance the hostile patient, for ex- 
ample, may not only obtain catharsis from 
aggression so expressed ; but may, under the 
guidance of his psychotherapist, gain insight 
into this hostility. In some instances the 
nature of the activity itself is an essential part 


of treatment. The feces smearer who is en- 
couraged to do finger-painting may find the 
acceptance he needs implicit in this activity. 
On the other hand we expect finger-painting 
to be very disturbing to a compulsive patient. 
Thus we see the importance of selecting a 
medium to fit the needs of the individual pa- 
tient. The pliability or resistance of the ma- 
terial, the freedom or precision of movement 
and of attention, the amount and direction of 
force, the dirt and noise involved are some 
of the factors in activities that provide vary- 
ing emotional experiences. 

Perhaps the most important part of oc- 
cupational therapy, however, is the oppor- 
tunity for the manipulation of interpersonal 
relationships as indicated in the individual 
case. The occupational therapist may permit 
a wide latitude, or expect the patient to toe 
the mark ; he may place the patient in a group 
situation, permit or offer isolation, or assign 
him to teach a sicker patient. The activity 
provides a normal situation for give and take, 
for accepting guidance, or lending a helping 
hand. Conversation develops naturally and 
may be used to extend the patient’s horizons. 
Activity is the laboratory in which the patient 
can try out what he learns in psychotherapy. 
It is the duty of the occupational therapist to 
temper the reality situation to the tolerance 
of the individual; to see that the tentative 
gesture of a frightened patient is not re- 
buffed, or that the convalescent patient is not 
overprotected. 

Occupational therapy can provide a con- 
trolled environment adapted to meet individ- 
ual experiential needs. The patient may 
spend as much as 6 hours a day in this milieu. 
The occupational therapist is keenly aware 
that occurrences in that period may reinforce 
or sabotage the psychotherapeutic work of 
the psychiatrist. The competent modern oc- 
cupational therapist is prepared and wishes 
to play a supporting role to the psychiatrist, 
to take his or her place as an effective mem- 
ber of the treatment team. 

It is the thesis of this’comment that oc- 
cupational therapy can and should be an 
effective and integral part of the treatment 
program in psychiatric institutions. 

P. Ripcway, O.T.R. 
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Dr. Hetpr Retires.—Dr. Thomas J. 
Heldt, who 29 years ago organized the psy- 
chiatric service at Henry Ford Hospital in 
Detroit, retired as the active head of this 
division July 1, 1952. In this pioneer work 
Dr. Heldt set up a service for all types of 
psychiatric cases as an integral part of a gen- 
eral hospital in a ward for both men and 
women in all respects similar to the other 
medical wards of the hospital. Patients were 
received without legal formalities, on the 
same basis as other patients, and transfers 
in both directions between the psychiatric 
and other wards were freely effected as cir- 
cumstances indicated. 

Dr. Heldt’s pioneering service constituted 
a landmark in administrative psychiatry and 
became a pattern for other hospitals to fol- 
low. The conditions of care and treatment 
that he established brought the hospital man- 
agement of psychiatric cases as near to the 
ideal as one can readily conceive. Ford Hos- 
pital will still have the benefit of his experi- 
ence and wisdom as he will remain on the 
staff as Senior Consultant. 


Dr. Proctor Heaps NEuROLOGY AND Psy- 
CHIATRY AT Henry Forp Hosprtat.— Dr. 
John G. Mateer, Physician-in-Chief of 
Henry Ford Hospital in Detroit, has an- 
nounced the appointment of Dr. Lorne D. 
Proctor as Physician-in-Charge of the di- 
vision of neurology and psychiatry at the 
Henry Ford Hospital to succeed Dr. Thomas 
J. Heldt, effective July 1, 1952. Dr. Proctor, 
a graduate in medicine of the University of 
Toronto, was for a considerable number of 
years associated with the University both in 
the department of psychiatry under Dr. C. B. 
Farrar and in the department of medical 
research under the late Sir Frederick G. 
Banting. He had also organized and directed 
a very active service in neurology and psychi- 
atry as attending staff physician at the Tor- 
onto Western Hospital. 

From a number of possible appointees Dr. 
Proctor was selected as the one best equipped 
to assume the heavy duties of his new posi- 
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tion and carry forward the high traditions 
established by his predecessor. 


“My Name Is Lecion.”—Audiences in 15 
states are having the opportunity of seeing 
this play based on Clifford Beers’ book, “A 
Mind That Found Itself.” The play had its 
first performances with an all-Broadway cast 
last spring and is now on the road for a 7- 
week tour. It was written by Nora Stirling 
of the American Theatre Wing and Nina 
Ridenour, director of education of the Na- 
tional Association for Mental Health, and its 
production is a joint enterprise of these 2 
organizations. ‘ 

The road show, which has scheduled 41 
performances in 38 cities, will serve as a pre- 
view of the 1953 campaign of the National 
Association for Mental Health. 


RorsCHACHIANA.—The irregular publica- 
tion under this title has now become a quar- 
terly journal published in Switzerland. It will 
contain papers in English, French, German, 
and Latin. An international committee assists 
the editor, K. W. Bash of Zurich. Rorschachi- 
ana is intended to provide an international 
forum for research in personality, assisting in 
the exchange of facts and theories between 
serious investigators in all lands and schools. 
Yearly subscription is S. Fr. 30. The distri- 
butor for the United States is Grune & Strat- 
ton, New York. 


Facts Asout Psycuiatric Nursinc.— 
Although psychiatric hospitals have 54% of 
all hospitalized patients, only 5% of all pro- 
fessional nurses are employed in psychiatric 
hospitals. This fact and others of equal in- 
terest are contained in a League Letter pub- 
lished by the National League of Nursing 
Education (No. 34, May 28, 1952). In ad- 
dition to statistics the Letter reports what 
nursing schools and the League are doing 
to provide learning experiences in psychiatric 
nursing. The entire issue is devoted to this 
subject. 
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New Unit 1n MINNESOTA. 
—The University of Minnesota Hospitals 
on October 1 opened a new 24-bed unit for 
psychiatric services to children. This is the 
only such facility in the state. Dr. Reynold 
A. Jensen, professor of pediatrics and psy- 
chiatry, is medical director, and the unit will 
operate as a part of the department of pedi- 
atrics. 

Although pediatric service in psychiatry 
on an outpatient basis has been in existence 
at the University since 1938, previously the 
only place for the hospitalization of a seri- 
ously disturbed child was in the psychiatric 
unit for adults or in the pediatric unit. The 
new facility will provide for better patient 
care, including special therapies, and more 
adequate opportunity for training of per- 
sonnel. 

The unit was made possible as the result of 
a $115,000 grant from the 1951 state legisla- 
ture for the 1952-1953 biennium. 


PsyCHOLOGICAL FUNCTIONING FoLLow- 
ING CEREBRAL HEMISPHERECTOMY.—Mensh, 
Schwartz, Matarazzo, and Matarazzo re- 
port in the Archives of Neurology and Psy- 
chiatry, June 1952, a case of a man aged 
54 in whom the entire right cerebral hemi- 
sphere was removed on account of exten- 
sive brain tumor. Because of the sequelae 
of the radical operation psychological tests 
could not be begun until the 18th post- 
operative day. During 5 months follow- 
ing the operation various tests (Wechs- 
ler Memory Scale, subtests of the Wechsler- 
Bellevue Intelligence Scale, Rorschach) were 
administered. They indicated wide variations 
in function, perseveration of ideas, confused 
and psychotic-like thinking, sound (klang) 
associations, mingling of old and new infor- 
mation, and self-reference. Premorbid verbal 
facility and compulsive behavior were also 
evident. 

In view of the fact that in the relatively few 
reports of hemispherectomies pre- and post- 
operative psychological functioning has usu- 
ally been described only in general terms and 
that a number of reports have emphasized the 
absence of psychological disturbances fol- 
lowing hemispherectomy, the present report, 
which reflects “extreme variation and disturb- 
ance in the psychological functioning after 


operation,” indicates more careful postopera- 
tive study in similar cases in the future. 


IcutHyosis TREATED By Hypnosis.— 
A. A. Mason, M.B., B.S., reports in the 
British Medical Journal, August 23, 1952, the 
results of hypnotic treatment of congenital 
ichthyosis in a boy aged 16. All other forms 
of treatment had been of no avail. The 
lesion covered the entire body except the 
chest, neck, and face, being worst on the 
hands, feet, thighs, and calves and least on 
the upper arm, abdomen, and back. There 
were no other evidences of congenital de- 
formities and no family history of ichthyosis. 
In skin graft experiments apparently normal 
skin from the chest grafted onto palmar 
surfaces promptly became as ichthyotic as 
the original skin. 

Under hypnosis (February 10, 1951) sug- 
gestion was made that the left arm would 
clear. About 5 days later the horny layer 
softened and sloughed off. “At the end of 
10 days the arm was completely clear from 
shoulder to wrist.” Marked areas of clearing 
followed successively in other areas follow- 
ing hypnosis. Clearing in different areas 
ranged from 50% to 95%. 

“Whereas during the first few weeks clear- 
ance of the affected areas was rapid and 
dramatic, during the last few months there 
has been no appreciable change. There has, 
however, been no relapse of the improved 
areas over a period of one year.” 

Commenting on this and other reports of 
psychological factors in dermatoses B.M.]J. 
remarks editorially, ““The important role of 
the ectoderm in the lower forms of life, its 
contribution to the central nervous and en- 
docrine systems in the course of development 
and evolution, and its significance in rela- 
tion to adaptation to environment all suggest 
that it may retain such an intimate relation- 
ship with the essential springs of life as to 
be part and parcel of the personality of the 
individual, readily participating in his emo- 
tional health and behaviour.” B.M.J. empha- 
sizes “the great need for further basic scien- 
tific work on the relation between the mind 
and the skin.” 


CREEDMOOR INSTITUTE FOR PsyYCHOBIO- 
Locic Stupres.—Dr. Harry A. LaBurt, 
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senior director of Creedmoor (N. Y.) State 
Hospital, announces renewal of a contract be- 
tween the Creedmoor Institute for Psycho- 
biologic Studies and the Atomic Energy 
Commission for the study of the relationship 
between skin groups and blood groups. This 
project is under the direction of Drs. Co Tui; 
Arthur Mortimer, and Raymond Sackler ; 
and Harry A. LaBurt, and the administra- 
tive supervision of the Department of Mental 
Hygiene. It has been in operation since 
September 1951. 


New York Acapemy oF MeEpIcINE Ep- 
UCATIONAL Proyect.—Dr. Robert L. Craig, 
executive secretary of the New York Acad- 
emy of Medicine Committee on Medical Ed- 
ucation, reports that the Academy has joined 
with the Commissioner of Mental Hygiene 
of New York State, Dr. Newton Bigelow, 
in a project to improve the educational op- 
portunities and facilities for the resident 
staffs of New York State mental hospitals. 
The Academy of Medicine, through its 
Committee on Medical Education, has ap- 
pointed a subcommittee on the study of pro- 
fessional services for mental hospitals of 
New York State to cooperate in this effort. 

In order to collect information and to de- 
termine the number of potential teachers for 
this project, Dr. Thomas A. C. Rennie, a 
member of the subcommittee, has prepared a 
questionnaire, which has been approved by 
the Commissioner and sent to all psychiatrists 
in New York State who are listed in the Di- 
rectory of the American Psychiatric Associa- 
tion. Physicians are assured that answering 
this questionnaire in no way commits them to 
participation in the teaching plan, but it is 
felt that the information reported will prove 
most useful to the Academy and to the Com- 
missioner in carrying out this important pro- 
fessional educational program. 


THe Woops ScwHoors.—Mrs. Mollie 
Woods Hare, who founded the Woods 
Schools at Langhorne, Pa., for exceptional 
children in 1913 and became first president, 
and who in 1948 presented the institution as 
a gift to the Board of Trustees in order to 
ensure indefinite continuance of the Schools, 
is retiring as president and has been elected 
honorary president. 


Mr. Edward L. Johnstone, an administra- 
tor of 28 years’ experience in the training 
an education of the mentally handicapped, 
has been elected president of the Woods 
Schools and will enter upon the duties of 
this office early in January 1953. Mr. John- 
stone is a member of the U. S. Attorney 
General’s Conference on Juvenile Delin- 
quency, a consultant on the Educational Poli- 
cies Commission of the United States, and a 
member of the Board of Trustees of the 
Vineland Training School at Vineland, N. J. 

The Board of Directors also announced 
the appointment of Dr. Leslie R. Angus as 
resident psychiatrist and director of the Child 
Research Clinic. Dr. Angus was formerly 
director of psychiatric services at the Dev- 
ereux Schools, Devon, Pa., and is an in- 
structor in psychiatry at Columbia Univer- 
sity and at the University of Pennsylvania. 


Isaac Ray Lectures.—Dr. Winfred 
Overholser, superintendent of Saint Eliza- 
beths Hospital and professor of psychiatry, 
George Washington School of Medicine, 
Washington, D. C., will deliver the first 
series of Isaac Ray Lectures on psychiatry 
and the law at Harvard University, with 
topics and dates as follows: 

The first two lectures of the series, on 
“The Substance of Psychiatry” and “Differ- 
ences of Viewpoint,” will be presented in the 
Courtroom at Harvard Law School at 4 p.m. 
on November 13 and 14. The remaining two, 
on “The Mental Patient and the Hospital” 
and “The Psychiatrist as Witness,” will be 
given at 5 p.m. on November 17 and 18 in 
Amphitheatre D at Harvard Medical School. 


VA Course In PsycHtatry AND NeEv- 
ROLOGY.—Vice Admirai (M.C.) J. T. Boone, 
Chief Medical Director of the Veterans Ad- 
ministration, announces the institution of a 
4-month intensive training course in psychi- 
atry and neurology to fit the needs of physi- 
cians without such previous training who are 
assigned to duty in 22 predominantly psy- 
chiatric hospitals operated by the Veterans 
Administration. Physicians who have been 
engaged in general practice may request this 
training upon applying for a position at one 
of these hospitals. 

The course will be held at the VA Hos- 
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pitals in Coatesville, Pa.; Palo Alto, Calif. ; 
and a joint Downey-Hines, Ill., program near 
Chicago. Physicians will be employed at 
salaries commensurate with their training 
and experience (salary range: $5,500 to 
$11,800 per annum) and assigned to the 
course with travel and per-diem expenses for 
the 4-month period. 

Information and application forms may 
be obtained from the nearest VA Hospital 
or Regional Office, or by writing to the Chief 
Medical Director, VA Central Office, Wash- 
ington 25, D. C. 


NortH SHore Heattu Resort Lec- 
TURES.—The Third Annual Lecture Series 
sponsored by the North Shore Health Resort, 
Winnetka, IIl., will be held October through 
June on the first Wednesday of each month 
(second Wednesday in May) at 8 p.m. at 
the Health Resort. There is no charge for 
these lectures, and all physicians of the Chi- 
cago area are invited to attend. For program 
or other particulars address the Medical Di- 
rector, Dr. Samuel Liebman, 225 Sheridan 
Road, Winnetka, III. 


MepicaAL CorRECTIONAL ASSOCIATION.— 
This Association met in Atlantic City, N. J., 
October 7 and 8. In addition to considering 
various aspects of prison therapy and psy- 
chological characteristics of offenders, the 
program presented a summation of two 
years’ experience with the new Federal law 
concerning mental competency. The October 
7 session was a joint meeting with the Cor- 
rectional Education Association and the Cor- 
rectional Service Associates. 

Dr. Sara G. Geiger is president of the 
Medical Correctional Association; Drs. Ed- 
ward C. Rinck and Otto L. Bettag, vice- 
presidents; and Dr. Ralph S. Banay, secre- 
tary-treasurer. Councillors are Drs. Justin 
K. Fuller, Frank J. Curran, Stanley E. 
Krumbiegel, and Lowell S. Selling. 


Moreno Institute.—Chartered by the 
Board of Regents of the State of New York 
as a nonprofit institution, the Moreno Insti- 
tute offers postgraduate courses in psycho- 
drama, sociodrama, role-playing, sociometry, 
and group psychotherapy. The objectives of 


the Institute are to develop operational 
standards in the use of these methods and to 
encourage research in their application. 
Among the members of the faculty and lec- 
turers are Ordway Tead, J. L. Moreno, 
Robert Boguslaw, and Jacob Greenberg. 

For complete information, write for catalog 
to Moreno Institute, Room 327, 101 Park 
Ave., New York 17, N. Y. 


CENTRAL CALIFORNIA Psycuratric So- 
crety.—On September 13, 1952, was organ- 
ized the Central California Psychiatric So- 
ciety, which will have as members those psy- 
chiatrists who are serving the Sacramento 
and San Joaquin Valleys of California. There 
are about 40 men doing psychiatry in this 
area, which serves 1,600,000 people. Mem- 
bership will be limited to members of The 
American Psychiatric Association. 

The officers are Dr. Mark Zeifert, of 
Fresno, president; Dr. Rudolph Toller, of 
Stockton, vice president; and Dr. Vayle S. 
Briden, of Fresno, secretary-treasurer. 


AMERICAN ACADEMY OF Forensic Sci- 
ENCES.—This Academy announces its fifth 
annual meeting, to be held February 26-28, 
1953, at the Drake Hotel, Chicago, Ill. All 
persons planning to present papers should 
submit their titles to Dr. Milton Helpern, 
program chairman, 106 E. 85th St., New 
York 28, N. Y., before December 1, 1952. 


SocieTY FOR THE ADVANCEMENT OF 
CrimtNnoLocy.—This Society will hold a one- 
day interim meeting on February 24, 1953, 
at Northwestern University Law School, 
Chicago, Ill. This meeting will immediately 
precede the 1953 meeting of the American 
Academy of Forensic Sciences announced 
above. It will be of interest to all those en- 
gaged in police administration programs on 
the college level who have not been able to 
attend the annual meetings in California. 
The complete program will be announced 
shortly. All those interested in presenting 
papers should address the program chairman, 
Prof. Ralph F. Turner, Department of Police 
Administration, Michigan State College, East 
Lansing, Mich. 
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ASSOCIATION FOR RESEARCH IN NERVOUS 
AND MeEnrTAL Disease.—The 1952 annual 
meeting of this Association will be held on 
December 12 and 13 at the Hotel Roosevelt, 
New York City. The subject of the meeting 
will be “Metabolic and Toxic Diseases of the 
Nervous System.” 

Officers of the Association are as follows: 
Dr. H. Houston Merritt, president; Dr. 
Robert F. Loeb and Dr. Charles D. Aring, 
vice-presidents ; Dr. Clarence D. Hare, sec- 
retary-treasurer ; and Dr. Rollo J. Masselink, 
assistant secretary. 


AMERICAN Group PSYCHOTHERAPY As- 
SOCIATION.—The tenth annual conference of 


the Association will be held January 9 and Io, 
1953, at the Henry Hudson Hotel, New York 
City. 

Six panel meetings dealing with group psy- 
chotherapy in (1) general hospitals, (2) 
child guidance, (3) private practice, (4) cor- 
rectional institutions, (5) mental hospitals, 
(6) related fields, are announced. Brief 
summaries of the panels will be presented 
at the concluding sessions. 

Dr. Lewis H. Loeser is president of the As- 
sociation, and Dr. Bertram H. Roberts is 
chairman of the education committee. In- 
quiries may be addressed to American Group 
Psychotherapy Association, 228 E. 19th St., 
New York 3, N. Y. 


How can we say that a scientific concept, to which we now ascribe an absolute character, 
may not at some future date show itself to have only a certain relative significance and to 


point to a further absolute? To that question only one answer can be given... . 


we must 


admit that in no case can we rest assured that what is absolute in science today will remain 
absolute for all time. Not only that, but we must admit as certain the truth that the absolute 
can never finally be grasped by the researcher. The absolute represents an ideal goal which is 
always ahead of us and which we can never reach. 


Max PLANcK. 
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BEeHAvior PatHo.ocy. By Norman Cameron, M. D., 
Ph.D., and Ann Magaret, Ph.D. (Boston: 
Houghton Mifflin Company, 1951. Price : $5.00.) 


Here at last is a readable book, well written in 
common-sense, understandable language that is yet 
scientifically sound and completely free of mytho- 
logical interpretations. From a rich background of 
academic training and medical practice, a psychia- 
trist who also holds a psychologist’s degree and an 
experienced clinical psychologist discuss interest- 
ingly and logically the behavior of human beings 
as determined by biological make-up and modified 
by participation in family life and that of social 
groups. 

Not only psychiatrists and psychologists, but 
general practitioners, psychiatric social workers and 
well-educated laymen can understand and use con- 
structively the knowledge gleaned from this schol- 
arly textbook. 

“Behavior Pathology” is an able presentation of 
what medicine and psychology know about normal 
and abnormal behavior and the trends of thought 
and opinion that have in general been accepted by 
science. Since, however, both psychiatry and psy- 
chology are still young and immature it is perhaps 
wise to be wary of too definitive an attitude. The 
authors themselves do not claim to have written 
the last word nor the only explanation of behavior 
pathology. They have, however, fulfilled their pur- 
pose by making available a practical approach to 
the understanding of the biosocial maturation and 
adjustment of human beings in our modern complex 
civilization. 

The book is well organized including an unusually 
full name and subject index, which enhances its 
value as a source of reference. Appropriate space 
is given to definition of the field of behavior pathol- 
ogy, problems to be considered, and methods of 
study employed. 

Throughout the 600 pages the authors never stray 
from their objective: the understanding of the be- 
havior of the individual who reacts according to an 
inherited biological constitution in a manner modi- 
fied from birth by his environment and _ life 
experience. 

The authors are eclectic as to schools of psy- 
chiatry, accepting from each those concepts that 
have been proved to be scientifically valid and use- 
ful. They have avoided confusion in semantics by 
defining carefully, almost to the point of being pe- 
dantic, the terms they use. Moreover, these are 
usually self-explanatory. ‘“‘Self-inaccessible” is pre- 
ferred to unconscious and “sociopathic” to psycho- 
pathic personality. ‘“‘Pseudocommunity,” “de-sociali- 
zation,” “anticipant attitudes,” “reaction-sensitivity,” 
“role-taking,” and “biosocial maturity” are defined 
and through illustration made clear and meaningful. 

The section, “Anxiety in Normal Behavior,” fol- 
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lowed by “Anxiety in Behavior Pathology,” merits 
reading by every doctor. Anxiety is omnipresent. 
If in normal behavior early stages are discerned 
and effectively treated, anxiety neuroses are fore- 
stalled. 

The psychoanalytic view of repression is con- 
trasted with that of contemporary behavior pathol- 
ogy, which attributes compulsive disorders to in- 
complete repression and hysterical inactivation to 
overcomplete repression. 

Unlike many books on pathology the present 
volume does not stop short of treatment. It deals 
comprehensively with a variety of currert therapies, 
including such widely different approaches as non- 
directive and psychoanalytic, narcosis, shock ther- 
apy, and surgery, together with group therapy, 
psychodrama, and play therapy with children. 

There is recognition of the large and growing 
body of clinical observation, experimental findings, 
and empirically derived theory that enables the 
modern physician to understand the development 
and persistence of pathological reactions and in- 
dications for effective therapy leading toward bio- 
social health and mature, appropriate behavior. 

“The therapeutic task in the field of behavior 
pathology is not an easy one,” according to Dr. 
Cameron. “Patients who have acquired behavior 
pathology can seldom be tutored, cajoled or per- 
suaded into more effective ways. Nor does verbal 
communication alone guarantee enduring changes in 
behavior. Therapy is a great deal more than this. 
It involves a carefully planned personal inter-rela- 
tionship between a patient and a highly trained 
therapist, and often between patient and other pa- 
tients, and other trained workers.” 

Treatment in behavior pathology is not restricted 
to psyche or soma, but encompasses the total be- 
havior of the patient as an individual living in a 
specific environment, in which he needs to learn or 
relearn social techniques that will enable him to 
function effectively as a human being. Therapy 
helps him to attain the status of a self-disciplined, 
mature adult who is capable of getting along with 
himself, and with his fellow-men—and of making 
a contribution to society. 

B. Teruune, M.D., 
New Canaan, Conn. 


Manic-DepressivE PsycHosis aNnp ALLIED Con- 
piITIons. By Leopold Bellak, M.D., et al. 
(New York: Grune and Stratton, 1952. Price: 


$9.75.) 


This book is the second of two by the same author 
that are devoted to an identical task, namely, a 
summary of the recent literature. The first volume, 
entitled Dementia Praecox, was published in 1948. 
As with the first book the second is not a critical 
work ; this was not the author’s aim. Its main value 
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to the practicing psychiatrist, to the teacher or 
research worker, is that here are reviewed about 
1,200 articles and books. These are conveniently ar- 
ranged into the following chapters: Part I, Manic- 
Depressive Psychosis: Definition and Descrip- 
tion, Vital Statistics, Etiology, Physiopathologic 
Studies, Psychopathologic Studies, Diagnosis and 
Symptomatology, Manic-Depressive Psychosis in 
Childhood, Treatment, Complications and Sequelae, 
Prognosis, Prevention; Part II, Allied Conditions : 
Psychotic Reactions to Pregnancy, Involutional 
Psychoses, Reactive Depressions, Depressions of 
Old Age, Suicide. 

Bellak introduces his own conception of manic- 
depressive psychosis in an introductory chapter. 
This he calls a multiple factor psychosomatic 
theory. Psychosomatic means that the etiologic 
elements may be primarily psychogenic or somato- 
genic, but always involve an admixture of the two. 
The clinical condition of manic-depressive psy- 
chosis consists of several widely differing syndromes 
with different etiologic factors and these may be 
anatomic, biochemic, physiologic, genetic, neuro- 
logic, or psychologic. The author believes that all 
psychopathology can be placed on a continuum from 
the relatively normal at one hand and proceeeding 
through character disturbances and neuroses to 
manic-depressive psychosis and finally schizo- 
phrenia on the other hand. Psychopathology is 
determined by the libidinal structure of the per- 
sonality and by the strength of the ego. An out- 
standing factor in the production of psychopathology 
is ego weakness, and this weakness is the result of 
faulty ego development or of afflictions of the cere- 
brum (histogenic, chemogenic, or genogenic of 
Cobb). The libidinal structure determines the con- 
tent of psychopathology while the ego strength or 
organization determines the form which the con- 
tent assumes. Psychopathologic symptoms are to be 
understood as compromise formations. These symp- 
toms are an effort on the part of the individual to 
reestablish a state of equilibrium between a weak- 
ened ego and the libidinal forces. As the ego be- 
comes progressively weaker, due to any cause what- 
soever, one passes from character disturbance and 
neurosis through manic-depressive psychosis to 
catatonic episodes, paranoid states, and eventually 
to hebephrenic and total schizophrenic disintegra- 
tion. The author proposes a schematic plan for the 
verification of this theory. The details of this plan 
and the theory itself cannot be done justice here, but 
must be read in the original. 

In his theory Bellak is trying to construct a 
bridge between clinical diagnostic entities so as to 
bring these entities into one dynamic conceptual 
framework. He is concerned especially with the 
problem of the atypical or mixed cases, such as the 
“schizo-affective” psychoses and the reactive de- 
pressions. Such theories may be referred to as the 
continuum theories of psychopathology. All such 
holistic attempts are laudable and worth while, but 
if such continuum theories be true, why is it ex- 
tremely rare to see a shift from a clear-cut schizo- 
phrenic state to a manic-depressive one? Or simi- 


larly, why does a person with a classical neurosis, 
say hysteria, so rarely develop schizophrenia? 
P. E. Huston, M.D., 
State University of Iowa, 
Iowa City, Iowa. 


War-HAnpicaprep CHILDREN. HoMELess CHIL- 
DREN. By Dr. Thérése Brosse. (New York: 
Columbia University Press, 1950. Unesco pub- 
lications No’s 439 and 573 respectively. Price: 
$0.50 each.) 


These 2 publications are reports of conferences 
held under UN auspices on the problems faced in 
Europe concerning the social, educational, and psy- 
chological rehabilitation of hundreds of thousands 
of displaced and homeless children. These Interna- 
tional Conferences of Directors of Children’s Com- 
munities spelled out the scope of the problem, and 
matched what was being done for it with the 
thinking of experts in psychology, education, and 
psychiatry to work out a blueprint for the future. 
Some idea of the extent of the problem may be in- 
dicated by the reports that some of the children 
had not only moved many times in a few years, but 
had also twice changed their language, social envir- 
onment, culture, religion, and even nationality. 

Physical, psychological, and educational depri- 
vation was found to be commonplace. The psycho- 
logical manifestations included affect-less, bitter, 
insensitive, demanding, conscienceless, insecure, 
socially awkward, anxious, passive-withdrawn or 
hostile-aggressive children, often accompanied by a 
psuedo-mature type of worldly wisdom. From these 
children much is being learned about the influences 
of early life experience and the conditions under 
which the reversability of serious personality dis- 
tortions is possible. 

A remarkable aspect of these reports is the feeling 
one gets of the enthusiasm, hopefulness, and inten- 
sity of the personnel working with these children, 
in spite of a divergence of approaches and levels 
of training brought to bear on the problems invol- 
ved. There seems to be an impatience with “tradi- 
tional” methods and institutions not meeting the 
children’s needs or moving fast enough toward the 
over-all objective of “preparing children of the 
world to undertake the responsibilities of free 
men,” and “to contribute to a lasting peace.” 

Recinacp S. Lourie, M. D., 
Washington, D.C. 


StuprEs 1n Lopotomy. By Milton Greenblatt, M. D., 
Robert Arnot, M.D., and Harry C. Solomon, 
M.D. (New York: Grune & Stratton, 1950. 
Price: $10.00.) 


This book concerns the work on prefrontal lo- 
botomies that was started in 1943. It is written by 
many authors who did various phases of the work 
on this subject and who studied the patients ade- 
quately before as well as after the operation. There 
is an extensive review of the literature that covers 
various theories and views. The material used in 
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this work was at the Boston Psychopathic Hospital, 
and the neurosurgery was performed under the 
direction of Dr. James L. Poppen, who used an open 
operative technique with modifications as first de- 
vised by Lyerly in 1937. 

The majority of cases used for the operation were 
long-standing schizophrenics on whom various psy- 
chiatric and hospital treatments had been carried 
out over a considerable period and in whom prog- 
nosis was poor. After a careful analysis of 205 cases 
out of a study of 500, they found 40% were benefited 
enough to leave the hospital or to become self- 
supporting. For the remaining 60%, life was more 
tolerable for friends and relatives associated with 
the patients, and living became more enjoyable for 
the patients themselves. 

From the historical standpoint the book is very 
thorough, covering the different types of operative 
procedures with remarks on unilateral and bilateral 
lobotomy operations. There is adequate discussion 
of both the open and closed types of operation, in- 
cluding a description of the procedures of topectomy, 
thalamotomy, and cortical undercutting. The type 
of cases best suited for the operation is mentioned 
under the discussion dealing with indications and 
contraindications. 

The immediate postoperative results are well 
discussed under the postoperative state, including 
the complications resulting from the operation. A 
thorough study of the patient was made from the 
psychological standpoint before and after the opera- 
tion. In summary, they found that the IQ had not 
materially changed as the result of the procedure. 
As regards the training, education, and rehabilita- 
tion following lobotomy, they found that the patients 
were more trainable and less distracted by external 
influences after the operation. The nursing care 
and postoperative treatment are also adequately 
discussed. 

A rather thorough analysis was made of the 205 
cases who were followed for a period of 1 to 4 
years after the operation. The study embraced the 
patient’s condition and history previous to the ill- 
ness, the period of the illness with a description of 
various treatments used, and then the analysis of the 
patient’s condition since the operation. In the post- 
lobotomy period, special attention was given to the 
personality change with particular reference to 
drives, ambition, ability to live in a civilized world 
and society and to engage in a gainful occupation. 
It was found that vocational rehabilitation and train- 
ing may be suitable for such types of cases after 
operation, but it had best be started 4 to 6 weeks 
after the procedure. 

Studies were made with reference to the auto- 
nomic nervous system using in the examination the 
electroencephalogram and the electrocardiograph. 
It was found that lobotomy interfered with both the 
inhibitory and excitatory autonomic centers in the 
cortex. They also found that there was no appreci- 
able change in the blood pressure of these patients 
after the operation. The urinary incontinence found 
in a certain percentage of these cases was believed 
to be due to a hypertonic spastic biadder brought 
about by the release of the autonomic system from 


higher centers. The electroencephalogram showed 
a large slow wave at the operative site in the cere- 
bral cortex, which tended to extend forward and 
backward from this point. This was found in the 
seizure cases, while it was absent in the ones that 
had no attacks. 

The book covers 477 pages of well-written ma- 
terial concerning prefrontal lobotomy with the open 
technique on patients with long-standing psychiatric 
illnesses. It is a conservative discussion of the sub- 
ject, giving a fair appraisal of the results that 
may be beneficial or objectionable to the family and 
friends who may live with the patient after the 
operation. 


J. G. Lyerty, M.D., 
Jacksonville, Fla. 


L’IPERSESSUALITA COME FatrorE DEGENEROGENO. 
By Marino Benvenuti. (Pisa: Edizioni “Omnia 
Medica,” 1950.) 


By degeneration the author intends the develop- 
ment of deviations from normality from which a 
special type of heredity develops that more and 
more assumes structural pathologic character. 

In the clinical study of various members of 2 
families the author deals particularly with what he 
terms the “hypersexual constitution” and the erotic 
temperament. 

He feels that glandular dysfunctions in the direc- 
tion of hyperactivity are at the base of hypersexu- 
ality. He emphasizes the importance of organic 
sexual deviations in determining intellectual devia- 
tions as well as deviations along psychopathological 
lines of psychoneurosis and schizophrenic traits. 

In the book a special chapter is devoted to the 
relationship of sexuality with constitution and with 
endocrine activities, another to the psychophysi- 
ology and psychopathology of hypersexuality. These 
chapters are very interesting for their rich bibli- 
ographic references. 

Personality and sexuality are discussed in an- 
other chapter and, in his conclusion concerning 
hypersexuality as a factor of degeneration, the 
author feels that in his patients what has failed to 
materialize is the fusion of the appetite of senses 
(eroticism) with the loving tenderness, a fusion that 
constitutes the final mature sexuality. 

The book is of value to all psychiatrists interested 
particularly in the special problem of hypersexuality, 
which has been somewhat neglected in comparison 
with hyposexuality and other forms of sexual 
deviations. 

ArRMANDO Ferraro, M.D., 
New York State Psychiatric Institute, 
New York City. 


New Concepts or Hypnosis: As an adjunct to 
psychotherapy and medicine. By Bernard C. 
Gindes, M.D. Introduction by Robert M. 
Lindner, Ph. D. (New York: The Julian 
Press, Inc., 1951. Price: $4.00.) 


This book purports to introduce new concepts 
for hypnosis. Unfortunately the author has pre- 
sented something quite different. One third of the 
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book is frankly historical, another third is devoted 
to a restatement of hypnotic approaches prior to 
1900, and the remainder describes the author’s per- 
sonal techniques, with special attention to devices 
for limited purposes. Early approaches are pre- 
sented noncritically, and developments since 1930 
are largely omitted. A psychoanalytic orientation 
is claimed but not substantiated. A check of refer- 
ences showed only a small percentage of the hyp- 
notic literature since 1930, and only one reference 
since World War II, namely, Brenman and Gill’s 
Hypnotherapy, which abstracts earlier references. 
No reference is made to the score or more other 
books, or numerous articles since World War II. 
Why? 

The introduction by Lindner is eulogistic of 
psychoanalysis, and asserts that the author has made 
significant contributions to the study of hypnosis. 
Why the publisher accepted the book with this title 
or why Dr. Lindner so endorsed it is hard to under- 
stand. The general medical audience to whom it is 
apparently but not specifically directed would be 
better advised to consult such standard and actually 
more up-to-date works as Medical Hypnosis by 
Wolberg and Hypnotism Today by LeCron and 
Bordeaux. 

Mitton H. Erickson, M.D., 
Phoenix, Ariz. 


CuirnicAL APPLICATIONS OF RECREATIONAL THER- 
apy. By John Eisele Davis, Sc. D. (Springfield, 


Ill.: Charles C. Thomas, 1952. Price: $3.75.) 


This monograph is one of a series in American 
Lectures in Physical Medicine, which admirably 
serves to inform busy people of the values of the 
forms of therapy grouped as physical, such as light 
therapy, fever therapy, manual therapy, etc. 

The author is a well-known exponent of the value 
of recreation in physical and mental rehabilitation. 
He is well versed in psychology, of which his doc- 
torate is proof. For a number of years he was in 
charge of recreations at the VA Hospital at Perry 
Point, Maryland, and for about a half dozen years 
has directed the recreational activities in all the VA 
hospitals. With his wide experience he is well quali- 
fied as an authority on the subject. 

Among the subjects briefly treated are: Practical 
Application of Recreational Therapy; Traditional 
Theories of Play; Universality of Play Forms; 
Psychodynamics of Recreation; Psychological Ap- 
peal of Free Play; A Vehicle for Interpersonal 
Relationships; Levels of Recreational Expression ; 
The Sensory Level; Other Nonverbal Levels; The 
Symbolic Level; Group and Individual Therapy ; 
The Analytic Viewpoint ; The Body Image Concept; 
Rationale; Modification of Exercise; Play, A Co- 
operative and Competitive Experience; Play Tech- 
nique in Relationship to Psychotherapy; Psycho- 
drama; Patient-Therapist Relationships in Psy- 
chodrama, and 26 other sections. 

While each of these is treated briefly, all are 
covered adequately and should be of great assistance 
to all connected with the rehabilitation of patients, 


be they physicians, psychiatrists, nurses, occupa- 
tional and physical therapists, or their assistants. 

The author states that, while his subject is still 
in a developmental stage, already much has been 
learned of value and certain principles are already 
established. 

He has adopted the Freudian view toward mental 
disorders and explains disharmonies of id, ego, and 
superego in clear fashion. There is a specificity in 
his statements that renders them of especial value to 
the seeker for knowledge of the therapeutic values 
of recreations. Not every director of physical ex- 
ercises is fitted to apply them therapeutically. A 
very definite personality is necessary. These distinc- 
tions are clearly set forth. 

Of especial interest, perhaps, are his definite di- 
rections for the use of recreations for patients who 
have had, or will have, psychosurgery, for it is 
his opinion that before such operations a course of 
recreational treatment should be given as in this 
way a better knowledge of the patient may be 
gained and postoperative conditions may be more 
easily evaluated. Considerable emphasis is laid on 
using this therapy for children and the word “child” 
is often found when one is expecting to read patient. 

There are a number of forms for recording that 
should serve to diminish paperwork and yet pre- 
serve a maximum of information regarding indi- 
vidual patients. These have proved of service in 
determining the value of certain recreations in 
different psychoses. 

The author is to be congratulated on presenting 
the subject so clearly and yet so briefly. 

W. R. D. 


Paracetsus, Macic into Science. By Henry M. 
Pachter. (New York: Henry Schuman, Inc., 
1951. Price: $4.00.) 


Osler said: “I desire no other epitaph than the 
statement that I taught medical students in the 
wards.” 

Paracelsus said: “The patients are your textbook, 
the sickbed is your study.” 

Here at least was one point on which the six- 
teenth and twentieth century physicians were as one. 

Probably of none of the great personages of his- 
tory have there been more contradictory or various 
opinions than of Dr. Theophrastus Bombastus ab 
Hohenheim, called Paracelsus. Born the year after 
the discovery of America by Columbus, he typifies 
that extraordinary age of transition from mediaeval 
to modern, the first half of the sixteenth century, 
and in his career and teaching there is the inevitable 
blending of mysticism and science. 

“Paracelsus, before Sudhoff took him up,” writes 
Garrison, “was regarded as a cross between a mystic 
and a mountebank.” Karl Sudhoff, professor in 
Leipsig, greatest medical historian to date, pursued | 
the study of Paracelsus during 35 years or more. 
He brought together, edited, and published in 14 
volumes the collected medical, scientific and philo- 
sophical works of Paracelsus (1922-1933). Because 
of Sudhoff’s work the world of today has a juster 
appreciation of the great sixteenth-century physi- 
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cian-magus. Speaking before the Historical Con- 
vention in Rome (1905) Sudhoff said: “On this 
solemn occasion, medical Germany in all its cen- 
turies of scientific achievement could present no 
greater man than Paracelsus, in universality of 
thought and practical achievements or in the origin- 
ality and geniality of his world-encompassing 
genius.” 

From Sudhoff’s numerous studies, from the vari- 
ous editions of Paracelsus’ works, from previous 
biographies and interpretations of his writings Dr. 
Pachter derived the material by research both in 
Europe and America that he has brought together 
in the present book—a remarkable story of a re- 
markable personality, with a vivid picture of the 
cultural currents and cross-currents of the early 
renaissance times in which he lived. 

Like the sixteenth century itself Paracelsus 
looked both backwards and forwards. He could not 
emancipate himself entirely from the crudities of 
belief which, because of their prevalence, were the 
normal beliefs of the time. He espoused astrology 
and alchemy, but with a difference. He brought 
alchemy a long way toward chemistry and chemo- 
therapy (he was the first to use the word chemis- 
try). He spoke of the airy spirit or essence or 
“quintessence” of matter as “chaos”—a word that 
van Helmont, a century later, probably had in mind 
when he coined the word “gas.” 

Theophrastus tirelessly promoted the experimental 
method; he substituted reasoning for dogma; he 
repudiated alike the traditional formulae of Galen, 
Avicenna (whose Canon he burnt), Celsus (Para- 
celsus = beyond Celsus), and likewise the fossilized 
rituals of scholasticism. He practiced magic, but 
magic for him was only learning and utilizing the 
laws of nature whereby his achievements became 
miracles to those unacquainted with these laws. 
Base metal he turned into “gold” by immersing it 
in a copper solution; and he knew what he was 
doing. Foretelling the future was for him merely 
what astronomers do today. 

Theophrastus’ most distinguished patient was 
Erasmus, whom he treated whilst both were in 
Basle. Erasmus addressed him as “the highly ex- 
pert doctor of Medicine” and added, “I am amazed 
to see how well you know me to the marrow al- 
though you saw me only once.” 

Paracelsus was a world traveller. “The earth has 
not created me as one of the settled. My father did 
not engender me as a resident. I readily make a 
country my fatherland; but I leave it as readily.” 
For years his wanderings were in search of know- 
ledge. Having as little respect for contemporary 
schools as for ancient authorities he journeyed 
throughout Europe, to England, to Alexandria, 
“always seeking the foundation of medicine.” But 
more and more as time went on his migrations be- 
came compulsory. Tact, considerations of ex- 
pediency, capacity for compromise were lacking in 


Paracelsus’ makeup. His abuse of authorities who 
disagreed with him and his bitter polemics made 
many enemies where he might have made friends. 
At length he was welcome nowhere. His disciples 
had fallen away ; his friends had disappeared. Dis- 
illusioned, embittered, reduced to beggary, he turned 
to religion; but he was still of the Bombast family 
and ironically he styled himself Professor of 
Theology. He retained his contempt for ecclesiasti- 
cal authoritarianism. Luther and the Pope he 
characterized as “two whores discussing chastity.” 
He despised dogma and ritual. Of the rite of bap- 
tism he had said, “God blessed the water to quench 
the thirst and to breed fish, but not to serve as a 
sprinkling against the Devil.” His experience 
taught him, according to Pachter, that religious 
faith and science are incompatible. At first he had 
sought to reconcile the two, only to conclude at last 
that theology and science must part company. But, 
as the author puckishly remarks, “there still are 
scientists who persist in the foolish effort to prove 
God scientifically.” 

Emerging from his Slough of Despond in the 
mid-1530s, Paracelsus enjoyed a brief Indian Sum- 
mer of popularity and prosperity and then died, 
already an old man, at forty-eight. 

Of special interest is the fact that Paracelsus 
wrote a treatise on “The Diseases that Deprive Man 
of his Reason, such as St. Vitus’ Dance, Falling 
Sickness, Melancholy, and Insanity, and their Cor- 
rect Treatment” (v. Zilboorg’s translation in Siger- 
ist’s “Four Treatises of Theophrastus von Hohen- 
heim called Paracelsus,” 1941). The preface by 
Paracelsus to his Treatise is noteworthy: “In na- 
ture there are not only diseases which afflict our 
body and our health, but many others which deprive 
us of sound reason, and these are the most serious 

. . . . we know from experience that they develop 
out of man’s disposition. The present-day clergy 
of Europe attribute such diseases to ghostly beings 
and threefold spirits; we are not inclined to believe 
them. . . . Nature is the sole origin of diseases.” 

In a welter of extravagancies and obscurities re- 
lating to etiology, symptomatology, and treatment 
we find such startlingly modern statement as this: 
“Now we must speak about mania, which is a 
transformation of reason and not of the senses. . . . 
Mania has the following symptoms: frantic be- 
havior, unreasonableness, constant restlessness, and 
mischievousness. It may be recognized by the fact 
that it subsides by itself and reason returns; mania 
may disappear and recur several times, or it may 
never recur.” 

Dr. Pachter’s book contains a wealth of informa- 
tion that brings to life in unbiassed fashion this 
extraordinary renaissance figure, with commentaries 
on his numerous books—all against the background 
of the life and the psychological and theological 
climate of his time. 
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NORTON BOOKS 
for the Psychiatrist 


FRANZ ALEXANDER 


CARL BINGER 

STANLEY COBB, HENRY H. W. MILES and HARLEY C. weak 

Case Histories in Psychosomatic Medicine............. $4.50 
O. S. ENGLISH and G. H. J. PEARSON 

Emotional Problems of Living . $5.00 
ERIK H. ERIKSON 

Childhood and Society. . . ... $§.00 
OTTO FENICHEL 

The Psychoanalytic Theory of Neurosis... ....... $9.90 
SIGMUND FREUD 

An Autobiographical Study .. $2.50 


PHYLLIS GREENACRE 


Trauma, Growth and Personality................-......4.. $4.50 
MANEFRED S. GUTTMACHER and HENRY WEIHOFEN 

MOLLY HARROWER 

KAREN HORNEY 

Neurosis and Human Growth........................ .. $4.50 
ABRAM KARDINER and LIONEL OVERY 

The Mark of Oppression. ...... $6.00 
BERTRAM D. LEWIN 

JEAN PIAGET 

Play, Dreams and Imitation in Childhood.......... Pee 
MAX PINNER and BENJAMIN F. MILLER, Eds. 

When Doctuss ave Patients... .... $3.95 
GREGORY ZILBOORG and GEORGE W. HENRY 

A History of Medical Psychology ... $8.50 


At all bookstores 
* Send for free catalog cf Norton "Books that Live" in Psychiatry ¢ 


W. W. NORTON & COMPANY 


101 Fifth Ave., New York 3, N.Y. 
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Luminal and Luminal Sodium — time-tested, 
effective dampers of cortical over-activity 
—control emotional turbulence, restlessness and 
hyperirritabiliry promptly and for prolonged periods. 
FOR ORAL USE: 
LUMINAL SODIUM 
Tablets 16 mg. (%4 grain); 32 mg. (% grain) 
and 0.1 Gm. (1% grains). 
...LUMINAL (PHENOBARBITAL) 
Tablets 16 mg. (14 grain); 32 mg. (% grain) 
and 0.1 Gm. (114 grains). 
Elixir (14 grain/teaspoonful), bottles of 
354 cc. (12 fl. oz.) and 
3.785 liters (1 U.S. gallon). 


FOR PARENTERAL USE: 

LUMINAL SODIUM 
Hypodermic tablets of 65 mg. (1 grain), 
bottles of 50 and 500, for subcutaneous 
or intramuscular injection; Powder, ampuls 
of 0.13 Gm. and 0.32 Gm. (2 grains 
and 5 grains) for subcutanéous, intramuscular 
and (exceptionally) intravenous injection; 


Solution in propylene glycol, ampuls of 


2 cc. (0.32 Gm.,5 grains); Ampins — 
sterile, disposable injection units of 2 cc. 

(5 grains) and 10 cc. vials (21% grains/cc.), 
for intramuscular injection only. 


® 
SODIUM 


THE PIONEER BRAND 

OF PHENOBARBITAL SODIUM 
BACKED BY MORE THAN 

30 YEARS OF EXPERIENCE 


NEW YORK 18, N.Y. WINDSOR, ONT. 
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INSIDE... OUTSIDE 


Psychiatric Ward of Fresno County 
General Hospital, Fresno, California 


Architect: 
David H. Horn & Marshall D. Mortiand, Fresno 
Contractor: 
Dahs Construction Company, Fresno 


New Fenestra PSYCHIATRIC PACKAGE WINDOWS 
make bars unnecessary ... increase safety! 


No “barred-in” feeling with these modern, 
new Fenestra Psychiatric Package Win- 
dows. They look like the beautiful Fenestra 
awning-type windows you've seen in modern 
hospitals, schools, homes and restaurants. 
Their extra security is in their design and 
their screens. The Fenestra Psychiatric Pack- 
age Window includes the graceful awning- 
type steel window with smooth-working 
operator and removable bronze adjuster 
handle . . . and your choice of four types of 
flush-mounted inside screens: DETENTION 
SCREEN for maximum restraint . . . the tre- 
mendously strong mesh is attached to shock 
absorbers built in the frame; PROTECTION 
SCREEN Or SAFETY SCREEN for less disturbed 


patients, or INSECT SCREEN for general and 
administrative sections of your hospital. 

No sills to climb on, no sharp corners. No 
way for patients to get at the glass. All- 
weather ventilation, operated without touch- 
ing the screen. Washed inside and outside 
from inside the room. 

To eliminate maintenance-painting, Fenes- 
tra Windows are available (on special order) 
Super Hot-Dip Galvanized, from America’s 
only plant especially designed for hot-dip 
galvanizing steel windows....Call your 
Fenestra Representative, or write Detroit 
Steel Products Company, Department AJ-5, 
2276 East Grand Boulevard, Detroit 11, 
Michigan. 


CNESTTA PSYCHIATRIC PACKAGE WINDOWS 


Steel Window « Steel Casing + Screen * Operator 
Removable Bronze Adjuster Handle: 


XV 


| 
& 
a 
4 
i 


McGRAW-HILL Me GRAW-HIELE MEDICAL 


Competent Texts for 


the Practicing Psychiatrist 


HUMAN PHYSIOLOGY 

By BERNARDO A. HOUSSAY, M.D., JUAN T. LEWIS, M. D., OSCAR 
ORIAS, M. D., EDUARDO BRAUN-MENENDEZ, M. D., ENRIQUE HUG, 
M. D., VIRGILIO G. FOGLIA, M. D., and LOUIS F. LELOIR, M. D., 1951. 
1118 pages, 744 x 9%, 499 illustrations 

“This textbook reveals Dr. Houssay and his associates as first-class 
teachers, by accuracy in facts, clarity of style, excellence of illustra- 
tions, and scientific objectivity in judgments and conclusions. Medi- 
cal Students, both graduate and undergraduate, will be aided, 
guided, and challenged by the references on nearly every page, and 
at the end of each of the 89 chapters . . . "—Dr. A. J. Carlson in 
Science. 

“. . . A well-balanced presentation of the various parts of human 
physiology, without undue overemphasis of those areas of physio- 
logical research in which the writers are particularly interested. The 
book will be of great value to beginning medical students who find 
other standard textbooks too difficult. . . . Printing and binding 
are excellent.” J.4.M.A. 


GERMAN-ENGLISH MEDICAL DICTIONARY 


By LOUIS DEVRIES, Ph. D., Professor of Modern Languages, Iowa State 
College, and 16 medical collaborators. 1952, 586 pages, 6 x 9... .$12.00 


ENGLISH-SPANISH CHEMICAL AND MEDICAL DICTIONARY 


By MORRIS GOLDBERG; Late Chief Technical Translator, Translation 
and Research Bureau New York City. 1947. 692 pages. 

53% x 834..$12.00 
SPANISH-ENGLISH CHEMICAL AND MEDICAL DICTIONARY 


By MORRIS GOLDBERG; Late Chief Technical Translator, Translation 
and Research Bureau, New York City. Ready in October. 700 pages, 
6 x 9, probable price 


Order from McGRAW-HILL BOOK COMPANY, INC. 
your favorite 330 West 42nd Street + New York 36, N.Y 
medical HEALTH EDUCATION DIVISION 


book dealer Please send me the books checked below for 30 days’ examination on app 


or write Houssay Goldberg, ENGLISH-SPANISH DICTIONARY 
DeVries Goldberg, SPANISH-ENGLISH DICTIONARY 


direct to: 
Name 


Street City 
Cash enclosed (postpaid) [1] 
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TECHNICALLY ADVANCED 


REITER 
ELECTROSTIMULATORS 


“THE ORIGINAL THERAPEUTIC CEREBRAL STIMULATORS” 


No. 2 or B MACHINE (Model CW47B) 
for non-convulsive stimulative electro therapy 


combined convulsive and stimulative electro therapy — now 
with fully extended convulsive range 


treatment of barbiturate coma and respiratory problems 


greater efficiency of convulsive currents, clinically proven, produc- 
ing a very soft convulsion without epileptic outcry 


therapeutic effect by means of specific LOW CURRENTS 


unique design permitting more than 200 hours of constant opera- 
tion without overheating or damage to machine 


respiration is forced and controlled by current stimulation during 
and at the end of seizure 


memory defect, physical thrust, apnea, etc. are avoided 

no tube replacement problem, Reiter tube guaranteed for five years 
special electrodes eliminate use of jelly 

new, clinically proven techniques 

advanced models result from 12 years of coordinated laboratory and 


clinical research 


OTHER THERAPY RANGES 


No. 1 or A Machine (Model CW46L) for electro convulsive therapy 
No. 3 or C Machine (Model RC47B) for prolonged deep coma therapy 


LITERATURE AND A BIBLIOGRAPHY OF MORE 
THAN 75 REFERENCES AVAILABLE ON REQUEST 


REUBEN REITER, Se. D. 


38 WEST 48th STREET, ROOM 606, NEW YORK 19, N. Y. 
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Veterans Administration Hospital, Lebanon, 


Pennsylvania 


Chamberlin Security 
Screens (Detention type 
shown) are the heaviest, 
most durable you can buy. 
Their extra strength and 
many fine features assure 
you top screen function dur- 
ing long years of service 
—with important savings 
in first cost and continu- 
ing savings in mainte- 
nance costs. 


What this VA hospital bought 


in its 1,646 Chamberlin Detention Screens 


(and what you can buy, too) 


When the Veterans Administration Hospital at 
Lebanon, Pennsylvania, bought its 1,646 Chamberlin 
Detention Screens, it bought services and screen fea- 
tures that make for unequalled performance and 
continuing yearly savings. See how Chamberlin services 
and screens — Detention, Protection and Safety types 
— will work and save for you, too. 


CHAMBERLIN ADVISORY SERVICE 


We stand ready to recommend the proper screens for 
your specific needs, to help you plan today’s screen 
installations to meet tomorrow's expanding needs, to 
save you money at every turn. Through our Advisory 
Service, you can tap specialized knowledge gained dur- 
ing 14 years of close association with architects, build- 
ers, and top institutional management. 


PERFORMANCE 


Handsome Chamberlin Security Screens installed in 
your building guard patients round the clock through 
long years of safe, sure, humane protection and deten- 
tion. Here’s reliable performance you can take 
for granted. 


CUTS COSTS TO NEW LOW 

In addition, Chamberlin Security Screens give you 
continuing yearly savings that weigh heavily in first- 
cost considerations. They are the heaviest screens 
made. They have the extra stamina to take brutal 
shock and pressure. They resist usual forcing, prying, 
picking; cut your repair bills to the bone. Too, 
Chamberlin Security Screens stop glass breakage and 
grounds littering. They cut maintenance costs. And 
they double as effective insect screens. 

Write for informative file folder on Chamberlin 
Detention, Protection, and Safety Screens. Or if you 
wish, we'll give you data on the installations you have 
in mind, 


Availability of metal products subject to defense regulations. 
Modern institutions turn to 


CHAMBERLIN COMPANY OF AMERICA 


For modern detention methods 


CHAMBERLIN COMPANY OF AMERICA 


1254 LA BROSSE ST. ° DETROIT 32. MICHIGAN 


CHAMBERLIN INSTITUTIONAL SERVICES also include Rock Wool Insulation, Metal Weather Strips, All-Metal Storm Windows, and Insect Screens 
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® 
‘FOLLOWING THIS Meritene MIXTURE 


4 tablespoonfuls MERITENE 
INSULIN COMA 4 oz. light cream 


THERAPY 8 oz. vanilla ice cream 
has been reported as effective in overcoming 
=: nausea and vomiting, reducing secondary re- 
actions, and encouraging return of appetite.' 
1. Revitch, E., and Hirschfield, R.: Am. J. Psychiat. 108:703, 1952. 


DEPT. MP112 


THE DIETENE COMPANY 
3017 FOURTH AVENUE SOUTH, MINNEAPOLIS 8, MINN. 


Please send free clinical sample of MERITENE, and 
descriptive literature. 


FOR FREE, CLINICAL SAMPLE 
CLIP AND MAIL COUPON 


ENTER NEW SUBSCRIPTIONS AND 
BALDP ATE, INC. ‘RENEWALS ON THIS FORM 


Georgetown, Mass. Enclosed herewith is $ 


Geo. 2131—Boston Office Be.-2-3911 one year’s subscription to the AMERI- 
CAN JOURNAL OF PSYCHIATRY be- 
Cre ginning with Volume .... Number .... 


For the treatment of psychoneu- 
roses, personality disorders, psychoses, 
alcoholism and drug addiction. 


Psychotherapy is the basis of treat- 
ment; other methods such as shock 
therapy, malaria and fever box are 
used when indicated. 


Occupation under a trained ther- SEND TO: 


apist, diversions and outdoor activi- AMERICAN JOURNAL OF PSYCHIATRY 
tes. 1270 Ave. of Americas, Rm. 412 
New York 20, New York 


(Volume 109 began with July 1952 issue) 


G. M. Scuromer, M.D., Medical Director 
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PRINTING + LITHOGRAPHING + GRAVURE + BOOKS + FOLDING BOXES + LABELS 


Controlled 


for Printing 
Satisfaction 


In this new four-acre plant—one of the most modern and completely equip 
in America—The Lord Baltimore Press produces a wide range of high quality 
printing and packaging requirements. 

Lighting and atmospheric conditions are standardized for uniform and efficient 
results. Raw materials, reproduction methods and finishing processes are under 
laboratory control. Skillful technical advice, editorial assistance and functional 
designing are available to supplement our mechanical facilities. 


Satisfying and helping the customer are our principal concerns. May we have 
an opportunity to discuss your printing needs: 


THE LORD BALTIMORE PRESS 


Edison Highway and Federal Street 
BALTIMORE 13, MARYLAND 
New York: Fuller Bldg., 595 Madison Ave. 


LOUISVILLE: Starks Bldg., 4th & Walnut St. CHICAGO: Suite 1928, 333 N. Michigan Ave. 


; 
ua 
tke 
he 
XX 


HALL-BROOKE 


A modern psychiatric hospital in a 
non-institutional setting 


(Licensed by State of Connecticut) 


Dynamically-oriented 
psychotherapy 


Electro-coma 
Insulin full coma 


Occupational and _ Recreational 
therapy 


120 acre estate in Fairfield County 


Tactful segregation of psychotic, 
alcohol and addiction cases and 
of psychoneurotic patients in 
separate buildings. 


Tasteful Colonial decor 


Begin at $85 All private rooms 
Write or telephone for full information 


(Mrs.) Heme F. Jones-BERNARD, Administrator Georce K. Pratt, M. D., Medical Director 
New York City Office: 133 East 58th Street PLaza 5-2570 
Thursdays: 2-5 o’clock 


HALL-BROOKE 


Greens Farms (Westport), Connecticut Phone: Westport 2-5105 
Only one hour from New York. Easily accessible from any part of Connecticut. 
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DIRECTORY OF PRIVATE MENTAL HOSPITALS, SANITARIUMS 
AND SCHOOLS 


The Brown Schools 


For Exceptional Children 


Six distinct units making satisfactory placements possible 
for boys and girls and young adults. 


Ideal winter climate affording happy healthful outdoor 
play and recreation almost every day of the year. 
®@ Daily Neuropsychiatric supervision and guidance. 


Psychological Examination Speech 
@ Registered Nurses ® Music 


® Pre-vocational training ® Ranch for older boys 


@ Teachers with degrees ® Home for older girls 
@ All academic subjects @ Fireproof building 
@® Year round program @ Summer Camp 


PAUL L. WHITE, M.D., F.A.P.A., Medical Director 
M. D. HEATLY, M.D., F.A.C.S., Resident Physician 


JESSE VILLAREAL, Pu. D., 
Speech Pathologist 


BERT P. BROWN, President 
Box 4008, Austin, Texas 
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HARWORTH HOSPITAL 


531 E. Grand Blvd., Detroit 7, Mich. Phone WA 37319 


A private hospital for the diagnosis and treatment of NERVOUS, EMO- 
TIONAL and ALCOHOLIC DISORDERS and DRUG HABITUATION. 


CHARLES G. KILLINS, M. D.—Psychiatrist—Medical Director 


Separate buildings for nervous and emotional disorders. 


Registered with American Medical Association and American Hospita! Association. 


‘CLEARVIEW 


ON THE KRATZVILLE ROAD 
EVANSVILLE > INDIANA 


A PRIVATE HOSPITAL 
FOR THE TREATMENT OF PATIENTS SUFFERING FROM NERVOUS AND MENTAL 
DISORDERS, ALCOHOLISM AND DRUG ADDICTION. SEPARATE BUILDINGS FOR 
DISTURBED AND CONVALESCENT PATIENTS. NEW DIAGNOSTIC-TREATMENT 
BUILDING AIR-CONDITIONED THE YEAR ROUND. 
Hydrotherapy + Clinical Laboratory + EKG and BMR Equipmest — 
Stereoscopic X-Ray Iquipped for Surgery Electroencephalograp 
ALBERT J. CREVELLO, M. D. 

Diplomate, American Board of Psychiatry and Neurology, Inc. 
Tel. 5-6181 Medical Director 


Twenty minutes from Times Square, Brooklyn and Bronx 


River Crest Sanitarium 


Ditmars Blvd. and Kindred Street, Astoria, L. I., New York City 


Modern facilities for the thorough Treatment of 
Nervous, Mental, and Alcoholic Patients 


Landscaped twelve-acre Park. Thocouub study Also the 
ern and complete u eae n 
erapy. 
LOWER RATES. 
MASON PITMAN, M.D., Medical Director 
San. Phone—Belle Mead (CN. J.) 21 
Phone N. Y. City Phone 
AStoria 8-0820 AStoria 8-0820 


JOHN C. KINDRED, M.D., Consultant 
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WESTBROOK SANATORIUM 


A. private psychiatric hospital em- Staff PAUL V. ANDERSON, M.D. 
ploying modern diagnostic and treat- REX BLANKINSHIP, M.D. 
ment procedures—electro shock, in- Medical Director 

lin, paychod wad JOHN R. SAUNDERS, M.D. 
recreational therapy—for nervous and THOMAS F. COATES, MD. 


mental disorders and probl of 


R. H. CRYTZER, Administrator 
addiction. 


P. O. Box 1514 RICHMOND, VIRGINIA Phone 5-3245 
Brochure of Views of our 125-Acre Estate 
Sent on Request 


CHESTNUT LODGE 


MEDICAL DIRECTOR 
Dexter M. M.D. 


CLINICAL DIRECTOR CLINICAL ADMINISTRATORS DIRECTOR OF RESEARCH 
Ropert A. Conen, M.D. Georce H. Preston, M.D. Davin McK. Rriocn, M.D. 
MARVIN L. ADLAND, M. D. INTERNISTS 


CLINICAL SUPERVISOR CLINICAL PSYCHOLOGIST Epwarp J. Strecuirz, M. D. 
FriepA FROMM-REICHMANN, M.D. Marcaret J. Riocn, Pu. D. (Geriatrics) 
W. WE M.D. 
ASSOCIATES 


DonaLp L. BuRNHAM, M.D. F. Sear.es, EpitH T. SLockBower, M.D. 
JosEPpH W. Coxe, M. D. AvBerta B. Szauita, M.D. Mary J. Wuite, M.D 
Rospert G. Kvarnes, M.D. Orro WiLL, M.D. 


ROCKVILLE MARYLAND 


THE WOODS SCHOOLS 


for exceptional children . . . founded in 1913 


Our function is to train and educate the exceptional child and to help him and his 
parents find a reasonable adjustment in accordance with individual capacities and 
needs. 


Special treatment prescribed by the family physician, pediatrician, psychiatrist, or 
consultant faithfully followed, with reports submitted regularly. 


Send for literature and catalog. 


THE WOODS SCHOOLS 
LANGHORNE 16, PA. MOLLIE WOODS HARE, Founder 
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For children from five to twelve, of average or superior 
intelligence, with emotional and behavior problems: 


THE SOUTHARD SCHOOL 
of 
The Menninger Foundation 
Intensive individual psychotherapy in a residential school 


Outpatient psychiatric and neurologic evaluation and treat- 
ment for children up to 18 years of age is also available. 


J. Cotter Hirschberg, M.D., Director Topeka, Kansas, Telephone 3-6494 


The BRETT SCHOOL 


DINGMANS FERRY, PENNSYLVANIA 
In the Foothills of the Poconos 


Intensive, highly individualized personal training for a 
small group of girls over five years of age. Carefully 
chosen staff. Special modern teaching techniques and pro- 
gram of therapeutic education. Varied handicrafts, cook- 
ing, nature study and field trips. Outdoor games, picnics 
and other activities. Comfortable, homelike atmosphere. 
Close cooperation with family physician. 70 miles from 


Telephone Dingmans Ferry 8138 References 


Directors: Frances M. King, formerly Director of the Seguin School 
Catherine Allen Brett, M.A. 


HIGHLAND HOSP ITAL, INC. 


Affiliated with Duke University 


A non-profit psychiatric institution, 
offering modern diagnostic and treat- 
ment procedures—insulin, electro- 
shock, psychotherapy, occupational 
and recreational therapy—for nerv- 
ous and mental disorders. 


The Hospital is located in a seventy- 
acre park, amid the scenic beauties 
of the Smoky Mountain Range of 
Western North Carolina, affording 
exceptional opportunity for physical 
and nervous rehabilitation. 


The OUT-PATIENT CLINIC offers 
diagnostic services and therapeutic 
treatment for selected cases desiring 
non-resident care. 


R. CHARMAN CARROLL, M.D. 
Diplomate in Psychiatry 
Medical Director 


ROBT. L. CRAIG, M.D. 
Diplomate in Neurology and 
Psychiatry 
Associate Director 
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North Shore Health Resort 


on the shores of Lake Michigan 
WINNETKA, ILLINOIS 


NERVOUS and MENTAL DISORDERS 
ALCOHOLISM and DRUG ADDICTION 


Modern Methods of Treatment 


MODERATE RATES 


Established 1901 Fully Approved by the 
Licensed by State of Illinois American College of Surgeons 


SAMUEL LIEBMAN, M.S., M.D. 
Medical Director 


225 Sheridan Road Winnetka 6-0211 


THE TURNER SANATORIUM 
MEMPHIS, TENNESSEE, Route 10, Box 288 
For the Diagnosis and Treatment of Mental and Nervous Disorders 
Located on the Raleigh-La Grange Road, five miles east of the city limits. Accessible to U.S. 70 (the 
Bristol Highway). 53% acres of wooded land and rolling fields. Equipment new and modern, including the 
latest equipment for electro-shock, physical and hydrotherapy. Special emphasis is laid upon occupa- 
tional and recreational therapy under the supervision of a trained therapist. An adequate nursing person- 


nel gives individual attention to each patient. 
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ROGERS 
MEMORIAL 
SANITARIUM 


OCONOMOWOC, WISCONSIN 


Located on Nashotah Lakes, 30 
miles west of Milwaukee, providing 
an ideal country environment, and 
the facilities for modern methods of 
therapy of the psychoneuroses, psy- 
chosomatic disorders, and other neu- 
rologic and psychiatric problems. 
Occupational therapy and _ recrea- 
tional activities directed by trained 
personnel. 


Owen C. M.D. 
Medical Director 


CHARLES H. FEasLer, M. D 
GeorcE H. LourMan, M.D. 


CATHERINE A. ROSENBERG, R. N. 
Director of Nurses 


Founded 1879 


RING SANATORIUM 


Eight miles from Boston at an 


elevation of 400 feet 


For the study, care and treatment of 
emotional, mental, personality and habit 
disorders. 


All recognized psychiatric therapies are 
used as indicated. 


Cottage accommodations meet varied in- 
dividual needs. Limited facilities for the 
continued care of progressive disorders 
requiring medical, psychiatric, or neuro- 
logical supervision. 
BENJAMIN Simon, M.D. 
Director 


Cuartes E. Wuirte, M.D. 
Louis Brenner, M.D. 
Kurt H. Gras, M.D. 

Associates 


Consultants in all Specialties 


Arlington Heights, Francis W. Russell 
Massachusetts Executive Secretary 
Telephone AR 5-0081 


SAINT ALBANS SANATORIUM 


RADFORD, VIRGINIA 


100 bed private psychiatric hospital for the treatment of nervous and mental 
disorders, including alcoholism and addiction. 


JAMES P. Kino, M. D. 
Director 


JAMES K. Morrow, M. D. 


THOMAS E. PAINTER, M. D. 


DANIEL D. CuiLes, M. D. 


JAMES L. CuHiTWoop, M. D. 
Medical Consultant 
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COMPTON SANITARIUM 


820 West Compton Boulevard 
Compton, California 
NEvada 6-1185 


HIGH STANDARDS OF PSYCHIATRIC TREATMENT 


Approved by the AMERICAN COLLEGE OF SURGEONS 


LAS CAMPANAS HOSPITAL UNDER SAME MEDICAL 
DIRECTION 


G. CRESWELL BURNS, M. D. 


PHILIP J. CUNNANE, M.D. Medical Director 


— HELEN RISLOW BURNS, M.D. 


Assistant Medical Director 


Established in 1915 


An Institution for the study and treatment of Nervous and Mental Disorders 
Write for booklet 
EST. 1898 
HERBERT A. SIHLER, Director JOHN H. NICHOLS, M.D., Medical Director 


WINDSOR HOSPITAL 
CHAGRIN FALLS, OHIO — Telephone: Chagrin Falls 7347 
Member American Hospital Ass’n and Central Neuropsychiatric Hospital Ass’n 
— Approved by The American College of Surgeons — 
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HIGH POINT 
HOSPITAL 


PORT CHESTER, NEW YORK 
POrt Chester 5-4420 


Emphasis is on analytically oriented psychotherapy, each patient receiving a minimum 
of three therapeutic hours per week. Physiologic forms of treatment are available; 
therapy administered by attending psychoanalysts, and residents in advanced training 
under the immediate supervision of the director; staff of medical and surgical con- 
sultants; near New York City. 


ALEXANDER GRALNICK, M.D., F.A.P.A., Director 


WILLIAM V. SILVERBERG, M.D., F.A.P.A STEPHEN P. JEWETT, M.D. ; 
Chief Consultant in Psychotherapy Chief Consultant in Clinical Psychiatry 


RUTH FOX, M.D. 
Associate Consultant 


I. WM. BRILL, M.D. 

LEONARD FRANK, M.D. 
SYLVIA GENNIS, M.D. 
LEONARD GOLD, M.D., F.A.P.A. 


Attending Psychotherapists: 


L. CLOVIS HIRNING, M.D. 
Associate Consultant 


DANIEL GOLDSTEIN, M.D., F.A.P.A. 
STEPHEN KEMPSTER, M.D. 

SIMON NAGLER, M.D. 

MERVYN SCHACHT, M.D. 


ANTHONY W. ESPOSITO, M.H.A. 
Hospital Administrator 


L. STYRT SCHACHT, M.A. MARY GANGEMI, R.N., Litt.M. 
Psychologist Directress of Nurses 


SANITARIUM 


Wauwatosa, Wisconsin 
Zy (Chicago Office—1117 Marshall Field Annex Bldg. 


328 East Washington St.—Wednesdays, 1-3 P. M) Maintaining the highest standards for 
Joser A. Kinpwatt, M. D. 
Carrot W. Oscoop, M. D. 
T. Krapwe tt, M. D. 
Benyamin A. Ruskin, M. D. 
Lewis Danzicer, M. D. 
Russert C. Morrison, M. D. 
Homer V. Capparett, M. D. 
LeRoy E. Bosttan, M. D. 


more than a half century, the Mil- 
waukee Sanitarium stands for all that 
is best in the care and treatment of 
neivous disorders. Photographs and 


particulars sent on request. 


G. H. Scnroeper, Business Manager 


COLONIAL HALL— 
One of the 14 Units in “Cottage Plan” 


MS 
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FAIR 
OAKS 


INCORPORATED 


Summit, New Jersey 


SUMMIT 6-0143 


OSCAR ROZETT, M.D., Medical Director Located 20 miles from New 


York Maintaining Homelike, 
Private Surroundings with 
Spacious Grounds. 


MR. T. P. PROUT, JR., President The Institutional Atmosphere 
Is Eliminated, Yet Al of 
the Hospital Facilities Are 


ELECTRIC SHOCK THERAPY OCCUPATIONAL Available for Treatment and 
THERAPY Management of Problems in 


PSYCHOTHERAPY DIETETICS Neuropsychiatry. 


PHYSIO AND HYDRO BASAL METABOLISM 
THERAPY 


MISS MARY R. CLASS, R.N., Director of Nurses 


CLINICAL LABORATORY ESTABLISHED 1902 


KEEP AND PROTECT 


YOUR JOURNALS sas 
VOLUME FILE CASE 


ATTRACTIVE 
INEXPENSIVE 
SERVICEABLE 


$2.00 each: 3 for $5.00 


ORDER DIRECT FROM 
AMERICAN JOURNAL OF PSYCHIATRY 
1270 AVENUE OF THE AMERICAS, N. Y. 20. 
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INDISPENSABLE 


To every psychiatrist, e ery psychiatric clinic and every psychiatric 
hospital. 


Patients travel or move to other parts of the United 
States. Patients have relatives and friends in all parts 
of the country who frequently ask to be referred to col- 
leagues or have recommended to them privately practic- 
ing psychiatrists or clinics throughout the United States, 
therefore, it is indispensable that you own a copy of the 


BIOGRAPHICAL DIRECTORY OF THE AMERICAN PSYCHIATRIC 
ASSOCIATION, Price $12.00 (1950 Edition) 


You can locate in the geographical index the names of 
psychiatrists practicing within a certain area and the 
exhaustive alphabetical section of the Directory gives you 
complete information about more than 4,000 of your col- 
leagues with reference to: 


Training 

Research Activities 

Type of Psychiatrie Training 
Affiliation 


“The most frequently consulted book in my office’’ Dr. S., 
New York 


“Indispensable for my referrals’ Dr. H., Los Angeles 


““Proves helpful every day in my social service depart- 
ment and saves us many hours of work”’ F. McT., Head of 
Psychiatric Social Service of Large Mental Hospital, 
New Jersey 


Secure a copy immediately by ordering now as only a 
small stock remains. 
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ve TIMES Sergeant Lee’s platoon 
had taken, then lost, the hill near Ip-o-ri. 
On the fifth try, the sergeant, though hurt, 
was leading. A Red grenade hit him. seri- 
ously wounding both legs. Refusing assist- 
ance, he advanced by crawling, rising to 
his knees to fire. He caught a rifle bullet 
in the back. Still he wouldn't be stopped. 
Finally, with 12 survivors of his platoon, 
he took the hill, then let the stretcher- 
bearers carry him away. Today Sergeant 


Hubert Lee says: 


“In thirteen years of soldiering, I’ve 
seen brave enemies defeated—because 
things had collapsed back home. That’s 
why I can appreciate what a good thing it 


Peace is for the strong! 


Hubert L. Lee, usa 
Medal of Honor 


is when people like you buy United States 
Defense Bonds. 


“I’m told that you, and millions of 
others, own a total solid investment of 50 
billion dollars in our country’s Bonds. 
That’s good! That’s strength! A man can 
face a hill when he knows that people like 
you are keeping our homeland strong.” 


* * * 


Now E Bonds earn more! 1) All Series E 
Bonds bought after May 1, 1952 average 3% in- 
terest, compounded semiannually! Interest now 
starts after 6 months and is higher in the early 
years. 2) All maturing E Bonds automatically go 
on earning after maturity —and at the new higher 
interest! Today, start investing in better-paying 
Series E Bonds through the Payroll Savings Plan! 


bor peace and prosperily 


save with U.S. Defense Bonds! 


The U.S. Government does not pay for this advertisement. It is donated by this publication in 
Advertising Council and the Magazine Publishers of America. 
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: cunicak | ACHIEVEMENT 


STAFF 
through Therapeutic Guidance 
Ruth Duffy, 4.0. 
Herbert Merskevitz, M.D. 
Joseph 5. Peters, M.0. 
OR THE ACUTELY DISTURBED child 
whose unresolved conflicts are expressed 
Oe PRAMSYLVAMA symptomatically as an inhibition of intellee- 
PD. tual activity, Devereux Schools offer a com- 
Milton Brutten, plete program of academic, vocational, and 
psychiatric guidance. The codrdinated efforts 
Edwerd L. Freach, 28.0. of the entire staff provide each child with the 
Marguerite B, Hern, A.M. 
panier chp specific help he needs to achieve his maxi- 
Kathryn Kramer mum potential growth—both emotionally 


When, in your practice, you encounter a | 


THE DEVEREUX school-aged patient whose normal intellectual 
CALIFORNIA capacity is psychically limited by emotional 
| One Se disturbances, you are invited to let us evalu- 
ate the potential outcome of Devereux’ spe 
cialized education with therapy. Our experi- 
> David enced staff will thoroughly review each case 
a ; history and offer a detailed report. 
the Behoot Pleuse address your inquiries to: 
Thomas W, defersn, PD. Joun M. Bancisy, Registrar 


Hevena T. Devereux, Director 
J. Curroan Scott, M.D., Executive Directer 


SANTA BARBARA, CALIFORNIA - DEVON, PENNSYLVANIA 
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